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THE RETIREMENT OF DR. EARDLEY HOLLAND. 


By the retirement of Dr. Eardley Holland the JourNAL is losing one 
of its best friends, 

Ife was appointed ‘* Assistant Editor”? in July 1go9, ‘ Editor ”’ 
in July 1914. In 1917 he went to France on military service. On 
the resuscitation of the JouRNAL in 1920, he thought it best for 
the JOURNAL that a new Editor should be appointed, and was re- 
appointed Assistant Editor under Mr. Comyns Berkeley at his 
own request. 

The above facts speak for themselves. Dr. Holland has had 
one object in view throughout, the good of the JoURNAL, and has 
set a fine example of unselfish public spirit which must surely 
stimulate many of the younger men of our profession. 

The wonder is, not why he wishes to retire, but how he has 
managed to give us so many years of his valuable life. It is 
the experience of many of us that men who ‘‘ have not a moment ”’ 
for anything but remunerative work are seldom very busy, and 
that the best people to go to for work of public utility are those 
who are fully engaged. 

Our JourNAL has been singularly fortunate in public-spirited 
supporters. From the very beginning it has aimed at the highest 
standard, and its Directors and Shareholders have been content to 
spend their money, and the Staff to give their time and help, 
for the attainment of this object. We believe that the end will 
approve the beginning. As regards its staff, they have been 
content with honoraria which are mere acknowledgments of in- 
debtedness and in no sense payment for work done. This certainly 
applies to Dr. Holland. 

It is pleasant to be able to say that his official severance in no 
way represents any diminution of interest in our work, 


FRANCIS CHAMPNEYS. 























ECLAMPSIA : 


A Commentary on the Reports presented to the British 
Congress of Obstetrics and Gynecology, June 29th, 1922. 


By THomas Watts pen, M.D., F.R.C.S. (Edin.), F.R.C.P. (Lond.), 


Senior Obstetric Physician, Charing Cross Hospital; Surgeon, 
In-Patients, Chelsea Hospital for Women; Consulting 
Physician, Queen Charlotte’s Hospital. 


ICLAMPSIA has long been recognized as one of the most formidable 
of the risks of child-bearing. It is, however, of comparatively rare 
occurrence. Its frequency in hospital practice is about 1 in 125 
labours, but this figure is of course higher than its average 
frequency because a great proportion of the cases which occur are 
sent to hospital. From the reports of the Registrars-General for 
England and Wales, for Scotland and for Ireland, it would appear 
that about 600 women lose their lives every year from this disease. 
There is, however, no record of the number of cases which do not 
die, but if the average death-rate is about 22.5 per cent. (vide infra) 
it follows that nearly 3,000 cases of eclampsia occur in this country 
every year. Inasmuch as 70 per cent. of cases of eclampsia occur 
in primigravidz it follows that this disease is responsible for the 
annual loss of over 400 young mothers bearing their first child. 
The incidence of the disease is somewhat unequal in the three 
divisions of Great Britain and Ireland, as the following table shows, 


Deaths from ‘* Puerperal Convulsions ’’ and ‘Albuminuria of 
Pregnancy ’’ per 1ooo births 
England 
and Wales. Scotland. 


Ireland. 
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The Registrar-General’s reports do not separate deaths from 
‘* puerperal convulsions’? from those due to ‘ albuminuria of 
” except in the case of England and Wales. For pur- 
poses of comparison it is therefore necessary to take the complete 
figures as above. 


‘ 


pregnancy 


Variations in the proportion of deaths per 1,000 births may be 
due to corresponding variations in the number of cases of eclampsia, 
or to variations in the severity of the disease, for an increased degree 
of severity would give a larger number of deaths even if the total 
number of cases remained the same. With this proviso, the fact 
that Ireland shows the lowest and Scotland the highest proportion 
of deaths from eclampsia and allied conditions is of great interest. 
England and Wales hold a middle position, and it is of interest to 
notice further that the annual variations, 7.e¢., the differences between 
one year and another, are much less in the case of England and 
Wales than of either Scotland or Ireland. The maximum differ- 
ence between one year and another in the table is 0.40 per 1,000 in 
the case of Ireland, 0.26 per 1,000 in the case of Scotland, and only 
0.14 per 1,000 in the case of England and Wales. The factors upon 
which the liability to eclampsia depends are not known with the 
exception of the first pregnancy; it is therefore of no use in the 
meantime to speculate upon the meaning of these variations, but 
they may well repay study in the future, 

The British Congress of Obstetrics and Gynecology was well 
advised to take up the important question of the treatment of 
eclampsia. The first step was taken in June last when a series of 
reports were presented to the Congress the object of which was to 
show upon what lines the disease had actually been treated during 
the preceding ten years in the different parts of the country, and 
what were the results. These reports are given in full in another 
part of this Journal, and will repay close attention, In order that 
the results may be viewed as a whole, as well as in detail, it seemed 
desirable that some comments should be made upon the numerous 
data they contain, and the following pages have been written with 
that object in view. 

A preliminary consideration should be borne in mind in that 
the years of the Great War are included in the period reviewed by 
the Reports. Owing to the depletion of our hospital staffs the 
case-records of the war-years are necessarily incomplete in many 
details. It will be noticed that most of the analysis-tables are 
based upon numbers considerably less than the total; this was 
unavoidable as only those cases in which an adequate record was 

found could be utilized for the consideration of any individual 
point. 
A great deal of valuable information contained in the reports 
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cannot be utilized to the full extent because the facts are not pre- 
sented upon a uniform plan, The points selected for investigation 
are identical in the reports from England and Wales and from 
Scotland, but the report from Ireland does not touch many of the 
points dealt with in the others. It therefore seemed desirable to 
make an attempt to bring together such facts as are common to all 
or to a majority of the reports, so that the conclusions arrived at 
may rest upon the widest possible basis. The lack of uniformity 
in the reports is due to the fact that the necessity for close co-opera- 
tion was not everywhere recognized when the work was undertaken, 
and this is pe rhaps not surprising when it is remembered that a 
co-operative clinical investigation of such magnitude has never 
been undertaken in this country, or possibly in any country, before. 
Results from a single clinic covering a greater number of years 
have frequently appeared, but | know of no previous effort to 
present results of a wide national scope, embracing many hospitals 
in different parts of the country. The results obtained clearly 
justify the method, although doubtless by closer co-operation and 
greater experience results even more valuable may be obtained in 
future. The necessity for a wide outlook in dealing with clinical 
problems need not be emphasized. The clinical work of the future 
will probably not be individual but collective. Too long has 
medicine in all its branches been dominated to its undoing by the 
clinical individualist, i.e., by one who having convinced himself all 
too readily of the value of some method of diagnosis, or some line 
of treatment, be it operative or non-operative, devotes himself to 
the task of gaining the ear of the profession. Too often the bases 
of his conviction are quite inadequate, and having been led far 
astray, we have painfully to find our way back to the path from 
which the enthusiast misled us. Such misguided pioneers will be 
always with us, and from time to time even a teacher of repute, who 
speaks with authority, may be found among them. 

Collective work, planned and tested by critical minds, is the path 
along which progress will probably come in the future, and the 
British teachers who laid down the lines of the eclampsia enquiry 
have set an example which will perhaps be widely followed. 
Variations in type of disease under the different social and industrial 
conditions which prevail in different parts of the country can best 
be demonstrated by a collective enquiry, and it has long, been 
recognized that the true value of any specific line of treatment can 
only be established after it has been tested by different observers 
“under varying conditions. 

Although, therefore, there may be much to condone in the 
eclampsia reports, their aggregate value is very great, not only on 
account of the facts they contain, but as a point of departure for 
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future work. We may now proceed to review the information 


contained in the reports. 


I. Maternal Mortality. 


The mean mortality of the 2,005 cases investigated in the reports 
is 22.5 per cent.; the district mortality is as follows : 


London ve .. 21.9 percent. (547 cases). 
Kdinburgh en ... 25.00 percent. (148 cases). 
Dublin... ns ... 10.29 percent. (204 cases), 
North of England... 24.43 per cent. (804 cases). 
Midland ae ... 25.10 percent. (302 cases). 


The rates for Edinburgh, North of England and Midlands 
closely approximate to one another ; the London rate shows a small 
but definite reduction, while the Dublin rate is less than half the 
London one. The low Dublin mortality is the outcome, at any rate 
in the main, of the special methods of treatment in use there, which 
are given in detail in the report (see p. 416). The cases from the 
remaining centres were treated upon very nearly identical lines, 
and the slight but definite differences which appear in the mortality 
rates are probably to be explained by variations in the severity of 
the disease in different localities. Further evidence upon this point 
will be adduced later on. 


Il. Infantile Mortality. 

The infantile mortality of eclampsia is very high, and must 
inevitably remain so, A considerable proportion of cases of eclampsia 
occur at or before the 36th week of pregnancy ; the proportion varied 
from 22 per cent. in Edinburgh to 44 per cent. in London. The 
mortality of viable infants born before the 36th week varies from 
30 per cent. to 60 per cent.,and the influence of prematurity upon the 
infantile death-rate in eclampsia is therefore a very powerful one. 
Further, in treating a maternal complication so grave as eclampsia the 
maternal interests are and must always be entirely predominant. The 
methods of treatment which are best in her interests must therefore 
always be given the preference without reference to the chances of 
the child. The factors which control the infantile mortality are very 
complex, and include not only the direct effects of maternal toxins, 
but also the effects of prematurity, of narcotic drugs administered 
to the mother, of methods of delivery, and of deprivation of breast- 
feeding. 

The position of the infant mortality rate can be indicated in the 
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simplest manner by determining the number of survivors, 1.e., of 
infants who left hospital alive; this comes out as follows :— 


Total number 


of infants. Survived. 
London ° 86 i GE kena 242 = 54.0 per cent 
Kdinburgh ... as: CN ene ee 84=44.4 5 
Dublin ie a eee ee 134=65.60_ ,, 


Midland ae, is) MUIR Ry anieedces reels 69=52.0 , 
North of England (not given) ...(not given) 43.4 _,, 

It will be seen that although the Dublin rate is still the best and 
that for London the second, the differences between the different 
centres are not proportionately so great as in the case of maternal 
mortality. 


Ill. Predisposing Causes. 

The liability to eclampsia is very much greater during the first 
than any subsequent pregnancy ; how great is the relative liability 
cannot be directly estimated, but the following show the proportions 
of first pregnacies (primigravide) and subsequent pregnancies 
(multiparae) in the whole series : 

Primigravidee. Multipare. 


London sic ... 488cases ... 69.8% ... 30.2% 
Edinburgh _... ax Se w ie 950% «.. 290% 
Dublin ba ‘oe EE «a Bagh... goaer 
North of England ... 804 ,, os MRI . BHT 
Midland oe — a . Wagh... gee 

Mean proportion . COUR «. JOR 


The number of primigravidze delivered in any year is of course 
only a fraction of the number of multiparee. The incidence of the 
disease in the first pregnancy must therefore be enormously high 
in comparison with the incidence in any subsequent one, indicating 
an extreme degree of liability to this disease in women carrying 
their first child. 

As regards the mortality of eclampsia in these two classes, an 
analysis of 1,200 cases appears to indicate that though multiparz 
are less liable to the disease, it assumes in them a rather more 
severe form, 


Primigravide. Multiparee. 
London _... se .. 23.4percent. ... 27.0 per cent. 
North of England sxc 200 i . 2a 


Midland ... me «. 2ga “ oe 295 is 
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The results from all centres agree in a remarkable manner 
as to the higher mortality in parous women. 

The liability to the disease is also greater in twin pregnancy 
than in single pregnancy, as the following figures show ; only those 
from three centres are available. 

Proportion of 
twin pregnancies. 


London ... ea a ... QO per cent. 
Kdinburgh ve ies wx - 
North of England Pee cus “ORS re 


A total of 1,524 cases gave a mean proportion of 4.7 per cent. 


The average incidence of twins being a littlke more than 1 per 
cent., it accordingly appears that the liability of twin pregnancy to 
eclampsia is four to five times greater than single pregnancy. The 
district variations under this heading are remarkably wide. 


IV. Premonitory Symptoms, 

The frequency with which recognizable premonitory symptoms 
were present is clearly a point of great practical importance in 
regard to the prophylactic treatment of the disease. The following 
figures must be received with some reserve, for it was found that 
the matter had been enquired into in only about one-third of the 
cases, and the symptoms mentioned were in almost all cases 
recorded only on the authority of the patient or her friends. 


Premonitory symptoms present in 


London ses aa ia ... 82.1 per cent 
Edinburgh ... ate mee Oe a 
Midland or - - a Se “ 


The average of 743 cases is 84.7 per cent. 


Contrary to the general belief, the cases in which no premonitory 
symptoms were noticed do not appear to have been any more severe 
than the others, for they showed a mortality of 16.8 per cent. 
whereas the mean mortality of the series is 22.5 per cent. 

If this result is approximately accurate it implies that in four 
out of every five cases an opportunity for prophylactic treatment 
would present itself if the significance of the premonitory symp- 
toms was generally understood. 


V. Classification. 
The importance of working out some simple scheme by which 
cases can be classified according to their degree of severity needs no 
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emphasis, and the basis of a workable scheme is set out in the 
london Report (p. 450). The cases from the Midland district were 
classified upon the same basis as the London cases, so that there 
are 700 available in all for classification upon these lines into 
‘mild’? and ‘ severe’? cases. Rather more than one half of the 
700 cases were classified as mild, the proportions being mild 56.2 
per cent., severe 43.8 per cent. The proportions were not, however, 
the same in the two centres, thus: 


Mild. Severe 
London ; .. 62.0 per cent. 


Midland ls os ee 


Bea 38.0 per cent. 
See aeuine 52.0 5 


The type of the disease in the latter centre is therefore rather 
more severe than in London since it yielded a large proportion of 
severe cases. This is also borne out by the mortality rate for the 
two groups, thus : 


Mild. Severe 
London i . Gepercemt. ..... 32.4 per cent. 
Midland ths as im | eae 42.0 ™ 
Aggregate... se MOO bie © rae, a2 ‘y 


Not only are the severe cases more numerous in the Midland 
series but they show a higher mortality also, while the mortality 
rates for the mild cases are almost identical for the two centres. 
There seems to be no doubt therefore that eclampsia, as it occurs 
in the Midland districts, is a slightly more formidable disease than 
that seen in the London districts. 

The London Committee were led by a close study of their 
figures to the conclusion that ‘‘ the following seven phenomena 
are signs of danger: coma, a pulse-rate over 120, a temperature 
above 103°, a number of fits greater than ten, a urine which becomes 
solid on boiling, the absence of oedema, and a blood-pressure of 
over 200mm. When a patient exhibited any two of the above 
phenomena the case has been grouped as a severe one.”’ 

Upon only one of the above points did the figures from other 
centres fail to confirm these conclusions, and that point is the 
presence or absence of oedema. Here the results from the North 
of England are directly at variance with the London figures (see 
p. 482); the explanation of this divergence is no doubt to be found 
in slight local variations in the type of the disease. It will therefore 
probably be best to leave oedema out of the basis of classification 
altogether. 
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The prognostic significance of the other phenomena can_ be 
studied from the aggregate figures as follows : 


Q 





(a) Coma. Total, 718 cases, giving the ‘following mortality 





rates : 
No coma. Coma. Deep coma. 
London -.. 5.4 percent. ... 20.4 per cent. 63.4 per cent. 
Edinburgh ... 0.0 - «ws. “s ss 40 o 
Midland icc ‘i w+. 24.0 “4 —— 
Mean... 5.7 per cent. ... 20.0 per cent. ... 54.0 per cent. 


(b) Pulse-rate. Total, 613 cases, giving the following mortality 


rates :— 

Below 120 120 and over 

(maximum). (maximum). 

London ... Ga percent — ..is 40 per cent. 
Edinburgh SOL 202 he aeeoen 30 a 
Midland ee 17.7 tell SO eymacte: 26.9 ,, 
Mean ae 13.1 pie eae 38.0 _,, 

(c) Temperature. Total, 420 cases, giving the following 


mortality rates :- 


Under 103° 103° and over 


(maximum). (maximum). 

London .... ... 8.0 percent. ...... 74.1 per cent. 
Edinburgh... 20.0 Pr 100.0 7 
Mean me 10.2 jen it«é 75.0 ‘a 


(d) Blood-pressure. Systematic measurements were made in 
igg cases, giving the following mortality rates :- 


Below 140mm. 140mm.to 200mm. Over 200mm. 
London... 21.0 percent, 20.0 per cent. 


360.0 per cent. 
Edinburgh 25.0 


” 18.5 ” 35-3 ” 


These figures suggest that a moderate rise of blood-pressure 
not of grave import, but a rise to over 200mm. is attended 
by a mortality rate definitely higher than the average. 


is 
It is worthy 
of note that the results from the two centres show a general 
correspondence, even in regard to the curious fact that the middle 
column shows a lower mortality than either of the extremes. 
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(e) Total number of fits. Total cases, 1,051, giving the following 
averave number of fits per capita : 


Recovered. Died. 
London... Pn ss OM kxssits 12.7 
Kdinburgh eh - a 10.0 
Dublin... she ou SS 10.0 
Midland ... bs Ses ree 14.5 


The close correspondence in the average number of fits per 
capita in the first three centres is remarkable; the fact that the 
Midland figures are the highest furnishes another proof that the 
type of the disease in that district was more severe than in the 
others. 


(f) Albumen, 


Total number of cases, 1,063, giving the following 
mortality rates : 


Solid. Much. A trace. 
London 25.3 percent. ... 14.0 percent. ... 8.0 per cent. 
Kdinburgh ... 28.5 ~ aa O92 - -. Of ” 
Midland oo ge = sax TSG = oo. 1H 3 
Mean 29.7 i i 6O " <é 1Q20 55 


(g) Period of Gestation at which Eclampsia supervened. Total 
number of cases, 546, giving the following mortality rates :— 


Before 36th week. 326 weeks and after. 

London om Seg percemt. kis 17.9 per cent. 
Midland des 31.8 on 21.8 ys 
Mean ... 24.0 i Pine 19.5 ‘ 


(h) The time of onset of fils in relation to labour was analyzed 
in 8gg cases from London, Edinburgh and Midland, with the 
following mean results :- 


Onset before labour 61.5 per cent. 
Onset during labour _... i 19.2 
Onset after labour oe sers 19.3 


’”’ 


” 


The foregoing aggregate figures must be regarded as clothed 
with authority for there is a general agreement in the results 
obtained in all the different centres; these results were obtained by 
different sets of observers working independently, and with different 
material. Cases which presented any of the following symptoms 
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-deep coma, a maximum pulse-rate of 120 or over, a maximum 
temperature of 103° or over, and a blood-pressure over 200 mm. 
gave a mortality rate much in excess of the average; further, the 
cases which died had sustained on an average nearly twice 
as many fits as those which recovered. There can, therefore, be no 
doubt that these phenomena are all to be regarded as of grave 
prognostic significance, and when they occur in association with 
one another the prognosis must be very serious indeed. 

The significance to be attached to the amount of albumen 
present is not so clear. It will be seen that cases with urine 
solid on boiling do not show a mortality rate greatly in excess of 
the mean rate. Nor does the period of pregnancy appreciably 
affect the maternal prognosis, although of course its effect upon 
infantile mortality is very considerable. 


V1. Methods of Delivery. 

We may next proceed to consider the influence of methods of 
delivery upon the prognosis in eclampsia. It is impracticable to 
attempt to draw conclusions unless the cases can be first classified 
according to their clinical degree of severity, for obstetric methods 
which give good results when applied to mild cases only, would 
yield very different results when they come to be applied to cases 
of a class which is attended by a mortality from five to six times 
greater than the mild ones. Only 706 cases can therefore be made 
use of for this analysis. 

It is interesting to note in the first place the number and propor- 
tion of cases of each class which were delivered by each of the 
above methods, 

(a) Natural Delivery. 133 mild cases were delivered naturally, 
equivalent to 33.3 per cent. of the total number of mild cases, and 
130 severe cases, equivalent to 42.2 per cent. 

(b) Induction. 76 mild cases were induced, equivalent to 28.6 
per cent. of the total remaining after deduction of the natural 
deliveries, Ze. roughly speaking, the cases which were not in labour ; 
64 severe cases, equivalent to 15.1 per cent. 

(c) Casarean section. 53 mild cases, equivalent to 28.0 per 
cent., and 40 severe cases, equivalent to 27.0 per cent. 

(d) Assisted Delivery. 125 mild cases, equivalent to 31.4 per 
cent., and 85 severe cases, equivalent to 27.5 per cent. 

These figures show the interesting results that a larger propor- 
tion of the severe cases were delivered without assistance (natural) 
than of the mild cases; that induction was regarded as more 
suitable for mild than severe cases; and that Czesarean section 
was resorted to rather more frequently in mild cases than in severe 
cases. 
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The influence of the method of delivery upon the mother’s 
chances of survival can be gleaned from the following table of 
mortality-rates, and the aggregate figures especially are well worthy 
of close attention. 


Ml London. Midland. Aggregate. 
Materna ‘ 
iat Mild. Severe. Mild. Severe. Mild. Severe. 

Mot tality. Per cent. Per cent. Per cent. 
(a) Natural Delivery... 6.0 20.5 3-0 44.0 4.5 36.9 
(b) Assisted Delivery ... 5.0 33.3 8.0 29.4 5.0 31.7 
(c) Induction ow wz Bt 28 11.7 40.0 6.60 26.4 
(d) Caesarean Section ... 98 2:2 50.0 75.0 ii8) <462 

) 4. 5 fd 

(ec) Accouchement force 25.0 00.0 14.3 606.0 18.1 63.1 


The Aggregate column shows(1)that cases delivered by methods 
(a), (b) and (c) yield a mortality-rate less than the average in both 
the mild and severe classes, the difference being much greater in 
the former than in the latter; the mean aggregate mortality of 
classes (a), (b) and (c), taken together, is 5.4 per cent. for mild cases, 
and 33.8 per cent. for severe cases, whereas the mean mortality for 
all mild cases is 6.6 per cent., and for all severe cases 37.2 per cent. ; 
(2) cases delivered by Caesarean section show a mortality-rate in 
mild cases more than double that of methods (a), (b) and (c), and 
in severe cases one-third greater; (3) the cases delivered by 
accouchement forcé showed a mortality-rate so high that it is clear 
that this method of delivery is entirely unsuitable for cases of 
eclampsia. 

These results constitute a very powerful plea for restraint in the 
obstetric management of cases of eclampsia. Active interference 
as represented by Caesarean section and forcible dilatation of the 
cervix, diminishes the patient’s chances of recovery instead of 
increasing them. 

In this connexion attention should be paid to the item in the 
London and Edinburgh reports dealing with the persistence of fits 
after delivery (pp. 462, 470). Excluding cases of post-partum 
eclampsia, l.e., cases in which fits did not begin until after the birth 
of the child, 563 cases could be analyzed. Of these, 134 continued to 
have fits after delivery, almost exactly one-fourth of the cases ; these 
showed a mortality of 22.3 per cent., while the mortality of those in 
which fits ceased after delivery was 22.9 per cent. 

Two conclusions may be drawn from these figures, viz., (1) that 
delivery may be expected to bring about cessation of the fits in 
three out of every four cases; (2) that persistence of fits after 
delivery is not of unfavourable import, for the mortality of such 
cases is slightly below the average. In the termination of labour 
therefore lies the best means of arresting the recurrence of 
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convulsons. Arrest of fits is, however, not the same thing as 
control of the disease, for 22.9 per cent. of the cases in which 
fits ceased after delivery nevertheless died. Termination of labour 
is therefore not the sole aim of treatment, it is not even the 
principal aim. The urgent indication is rather the control 
of the disease by elimination of the toxic bodies, of which a 
lethal dose may already be in circulation, independently of the 
question of the possibility of their further production during the 
continuance of pregnancy, 


VII. Medical Treatment. 

The remarks of the London Committee upon the methods of 
medical treatment which were carried out in London on p. 465 
should be carefully read. The ill-considered and illogical character 
of this treatment is the outcome of the fact that there are no 
generally accepted principles upon which treatment can be based. 

A brief retrospect of the methods of treatment which have been 
in vogue at different times will perhaps be useful at this point, in 
order to explain to some extent the confusion which exists. 
Previous to the discovery of albumen in the urine in eclampsia in 
1843, the credit of which is due to a London obstetrician named 
Lever, the treatment was solely empirical. The detection of 
albumen in the urine appeared to the men of that time to stamp 
the condition as primarily a disease of the kidneys. This view 
was held, in one form or another, until the toxzemic theory arose, 
by which the renal lesions were relegated to a secondary place, 
although their clinical importance was not thereby much 
diminished. 

From 1843 up to 1870 treatment, generally speaking, consisted 
in (a) venesection, repeatedly in) some cases, unless contra- 
indicated by marked anzemia; (b) morphia or opium in cases in 
which venesection was contra-indicated ; (c) ice-cap, cold packs, or 
cold baths, wet cupping the loins, ete.; (2) no obstetric interference. 

From 1870 to 1890 treatment was still entirely expectant, 
narcosis and diaphoresis being mostly relied upon. Pilocarpin 
plaved a large part and venesection was abandoned, as Schroeder 
pointed out that the blood-pressure rose again very rapidly after- 
wards, and the only lasting effeet was to deprive the patient of 
blood. At this time the case mortality in Germany was about 
33-0 per cent.; there are no statistics from this period available for 
this country. 

During the period 1885-1890 the toxaemic theory began to be 
discussed ; Bouffe de Saint Blaise observed post-mortem hepatic 
lesions, and spoke of a hepatic toxemia as being the cause of the 
disease. Diihrssen, no doubt influenced by these considerations, 
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conceived the idea that immediate termination of pregnancy was 
the proper way to attack a pregnancy-toxzemia, and in 1891 he 
advocated Czesarean section in all cases, to be performed 
immediately after the occurrence of the first fit. A few vears later 
he introduced his special method of vagtnal Czesarean section. 
Medical treatment he relegated to a position of unimportance. 
This treatment caught the fancy of the profession, and had a great 
vogue not only in Germany, but also in the United States of 
America, for as early as 1911 Petersen was able to collect 530 cases 
treated by this method in America since Diihrssen introduced it 
20 vears previously. Under early surgical intervention, upon these 
lines, the mortality in certain clinics in Germany fell from 33.0 per 
cent. to 18.0 per cent. and 19.0 per cent. 

Other workers, however, continued to practice expectant 
methods, and wonderfully good results were reported from Russia 
by Stroganoff as early as 1901. In tgtt he was able to report 
600 cases treated by his method in Russia with a mortality of only 
8.0 per cent. Zweifel about the same time reported a series of 
84 cases treated by a modified Stroganoff method with a mortality 
of only 5.9 per cent. Stroganoff’s method was purely expectant, 
the following being the main points : 


tan) 
(a) Isolation of the patient in a darkened, quiet room. 
(b) Attention to the respiratory process : 
(1) To clear mouth, throat and nose after fits, patient lying 
on her side. 
(2) Fresh air and if marked cyanosis, oxygen. 
(c) Morphia subcutaneously, and chloral per rectum in alternate 
doses and at stated intervals until fits are controlled, as 


follows :— 

EAPO), POE isdn iecsecnenones gr. 4 
CTE, SIE vis esccssecernssvecencnins o 
BO OUTS, POPPIN ocssics scien ciessnscisness yi 
ky TN, I gis svidverecicacaeerdas » 
13.0 hours, Re bipetuaar © nate th een soe 

20.0 hours, ee nen eee re. 


(d) 25 ounces of milk a day, and the same amount of saline per 
rectum, or by the mouth. , 

(ec) Termination of labour when the second stage is advanced. 
During the last 20 years the treatment of eclampsia in this 
country has been at the mercy of these two antagonistic views, the 
view represented by Diihrssen that active obstetric interference 
should be practised, and practised early, and the view upheld by 
Stroganoff, that obstetric interference should be avoided until the 
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second stage of labour is advanced, and that the toxzemic condition 
should be treated by the simple medical measures just described. 
Individual clinical observers have emphasized the importance of 
certain special therapeutic measures such as saline transfusion, 
administration of thyroid gland, or of depressants of the circulation 
such as veratrone. It is not surprising to find that the prevalence 
of such divergent views upon the principles which should underlie 
treatment has produced confusion in the minds not only of practi- 
tioners and Resident Medical Officers, but also in the minds of 
many of the obstetric teachers themselves. The hospital treatment 
of eclampsia, generally speaking, is to-day in a condition of mud- 
dled disorder which is not to our credit. An exception must be 
made in the case of Dublin, where a uniform plan of treatment has 
been practised for some ten years, with results of the most encourag- 
ing character. 

How serious were the results of this lack of precision in our views 
as to the principles upon which the treatment of eclampsia should 
be based, was not perhaps generally realized until these reports 
were presented to the British Congress of Obstetrics and Gyne- 
cology at Liverpool. Arrangements are now being made to 
organize a collective effort on the part of British and Irish teachers, 
to submit certain definite lines of treatment to a searching clinical 
test, and from this effort it is anticipated that in a few years material 
of a reliable character will be available upon which schemes of 
treatment can be based. Eclampsia is a disease which varies much 
in severity, and also to a less extent in the nature of its symptom- 
complex. No rule of thumb will meet its requirements, no one 
method will prove equally successful under all conditions. Treat- 
ment should be adjusted to these variations, but in the meantime 
we have no clinical observations from which to start. 

In conclusion I desire to advance, and this entirely upon my 
own responsibility, the following simple propositions, which per- 
haps take us as far as we can go in the present state of our 
knowledge. 

I. It is easier to prevent eclampsia than to cure it. ——— 
is therefore all important. The reports show that in over 84 per 
cent. of cases of eclampsia premonitory symptoms were present, the 
commonest of which are albuminuria and oedema. In addition to 
albuminuria there will generally be found headache, disturbances 
of sight, and epigastric pain, sometimes accompanied by vomiting ; 
more rarely there may be muscular twitchings or attacks of petit 
mal. Careful supervision of the patient during pregnancy by her 
private doctor or at the ante-natal clinic, would undoubtedly 
afford an opportunity for a large proportion of cases of threatened 
eclampsia being treated by preventive measures before the onset of 


—— 
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fits. It is not certain that all patients with premonitory symptoms 
will necessarily develop fits, but what I desire to point out is that 
treatment at this stage may snatch women from the very threshold 
of this formidable disease. [| cannot give any figures upon this 
point, but it is the universal experience that women treated in the 
premonitory stage very rarely develope fits, and even if they do so, 
the disease assumes a mild form. It is reasonable to suppose, 
therefore, that prophylactic treatment would appreciably reduce 
both the frequency and the severity of the disease. 

Prophylactic treatment consists essentially in: Bed; fluid diet 
only, and mostly water; purgatives; diuretics. Progress must be 
closely watched, the salient points to observe being, amount of 
urine, amount of albumen, and blood-pressure. If progress is not 
satisfactory, or if relapses occur after temporary improvement, 
labour should be at once induced without regard to the period 
of pregnancy, or the possibility of survival of the child. I do not 
think it is right to allow a woman who has once been on the 
verge of eclampsia to carry through to term, and therefore all cases 
which have developed the symptom-complex just described should 
be induced, although it is preferable, if possible, to defer the 
induction until the symptoms have disappeared under treatment. 

Il. A case of eclampsia is nol a case for domiciliary treatment ; 
prompt removal to hospital is the first indication after a fit has 
occurred. It should be recognized that eclampsia calls for hospital 
resources as urgently as the most serious surgical operation. 

II. A simple classification of cases into “ mild ’’ and ‘* severe ”’ 
upon the lines previously indicated would facilitate treatment and 
make clinical records of much greater value. The reports show 
that the proportion of severe cases varied in different districts; the 
influence of such variations upon the mortality-rate is undoubted, 
and any comparison of mortality-rates from different centres is of 
little value unless this classification is adopted. Definite lines of 
treatment can only properly be tested, and compared with one 
another, if applied in cases of approximately the same degree. For 
these reasons classification would appear to be urgently necessary, 
and the results already obtained may be taken as indicating the 
substantive accuracy of the basis of classification suggested in the 
London report. 

IV. All cases of eclampsia, whether mild or severe, are best 
treated with the minimum of obstetric interference. 

V. Simple medical treatment, carefully regulated and closely 
watched, gives the best results. The lines laid down by Stroganoff 
and Hastings Tweedy are those which should be followed, but the 
last word has not been spoken, in my opinion, by either of these 
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distinguished clinicians. We are greatly indebted to them for the 
lead they have given us, and we could not pay them a better com- 
pliment than by trying to improve upon their work. 

The present writer would be glad to hear from any medical man 
or woman who would be willing to assist in the further work which 
is being undertaken, by applying certain definite lines of treatment 
to the cases of eclampsia which may come under their care, and 
preserving standard records, the materials for which would be 
gladly supplied. 
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The Relationship of Eclampsia to the other Toxemias of 
Pregnancy. | 


By GIBBON FirzGippon, M.D., B.Ch. (Dub.), F.R.C.P.L., 
Master of the Rotunda Hospital, Dublin. 


IN this paper I propose to deal with my own observations during 
the past two and a half years jn the Rotunda Hospital, and almost 
wholly from the clinical aspect. The number of cases treated for 
eclampsia during this time was 36. A point by which | am 
increasingly impressed is the close association of eclampsia with all 
the other toxzemias, in incidence, cause, symptoms, and treatment. 

Under toxzemias I class the albuminuria of pregnancy, hypere- 
mesis, neuritis, accidental haemorrhage and eclampsia. These 
cases are only classified under one of the above heads because of 
the development of a dominant symptom ; but the vomiting, paresis, 
hemorrhage or fits, are only a symptom of one and the same 
disease, in common with a train of other, more universal, but less 
serious symptoms, of which albuminuria is the only universal 
symptom, and this varies enormously in intensity. 

To demonstrate this view I have made out a table (Table [) from 
the cases treated in the Rotunda Hospital during one year, show- 
ing all the toxzemic albuminuric cases, the eclamptic cases, and the 
toxzemic hemorrhage cases. In the albuminuric cases I have only 
included those cases with a very definite amount of albumen 
associated with other evidence of renal insufficiency, such as 
diminished secretion, oedema or other symptoms usually considered 
indicative of the pre-eclamptic state. The table includes 40 of these 
cases. The 16 eclamptic cases for the year are shown, and four 
cases of accidental haemorrhage are included as such, as they were 
classified under this heading, and it was the chief complication in 
the pregnancy. 

The table shows the age, number of the pregnancy, and period 
of the pregnancy in each case, Albumen and other symptoms are 
indicated by one, two or three marks (+). One mark indicates a 
definite degree, two marks indicates a very marked degree, and 
three marks indicates the urine loaded with albumen so that it 
boiled into thick curds, and that oedema was profound and ‘general. 
In ocular symptoms three marks indicate total blindness, and in 
hemorrhage that the loss produced serious constitutional symptoms. 
Under urine are three columns showing the minimum secretion in 
24 hours while the case was under observation; these figures are 
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very inaccurate, as in many cases the amount shown does not give 
the minimum secretion for 24 hours, owing to secretion improving 
as a result of treatment within the first 24 hours of observation. 
The next column shows the maximum secretion in 24 hours, with 
two exceptions this has always been post-partum. The table shows 
the days on which the maximum secretion occurred, the day being 
counted from and including the day of minimum secretion. In 
the eclamptic cases the day of minimum secretion coincides with 
the first fit. When labour was induced the day of starting the 
induction is given, counted from the day of minimum secretion. 
In the eclamptic cases the number of fits is given. Table V shows 
the occurrence of the fits in respect to labour. The duration of 
coma is from the first fit to when the patient was able to drink 
voluntarily, that is, be given fluid out of a cup and make the act of 
deglutition, although she is still very dull and sluggish. On 
studying Table I, I think the association of all toxzemic disease is 
very definitely demonstrated. 


TABLE IT.—AGE. 

Table IT shows the ages of the cases varying from 17 to 40 in the 
toxzemic albumen cases, and from 15 to 38 in the eclamptic. There 
is a definite dominance in the albuminuric cases between the ages 
of 23 and 28; this corresponds with the ordinary incidence of 
marriage. The figures are 17—22, four cases, all primigravide, 
23—28, eighteen cases, 16 primigravidze; 29—34, nine cases, 4 
primigravidz ; 35—40, nine cases, 2 primigravidze. There is thus 
little difference between the upper and lower halves. In the case of 
eclampsia each group of six years shows a decreasing incidence 
with the increase of age, 15—22, six cases, 23-28, five cases, 29—34, 
three cases, 35—40, two cases, and the lower half contains 11 cases 
to 5 in the upper half. This shows that toxzemia is very slightly 
influenced by age, but eclampsia appears to be definitely more 
common in the younger patients, 


PREGNANCY. 

The albuminuric cases contain 26 primigravidee and 14 multi- 
pare, which shows a pronounced increase of frequency in primi- 
eravide when taken in conjunction with the ratio in childbirth : 
in the eclamptic cases there are 10 primigravide to 6 multipare, 
which also indicates a prevalence in primigravide. 

If we take the albuminuric and eclamptic cases together and 
divide them into primigravidze and multiparae, we find that out of 
36 toxzemic primigravide 10 developed eclampsia, while out of 20 
multiparee 6 developed eclampsia. Here there is very little 
difference between the two, if anything a toxzmic multipara is 
more likely to develop eclampsia than a primigravida with toxemia. 
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Taste IIT.--PeR1Iop OF PREGNANCY. 

The period of pregnancy when the toxemia became pronounced 
is shown in Table III], and varied from 21 weeks to term. Of the 
36 primigravidae 25 were at term or in the 39th week, and g of these 
primigravidze developed eclampsia, or 36 per cent. Only two 
primigravidze were under the goth week. In the multiparae, out of 
the 20 cases, only 6 went beyond the 38th week, and 4 of these 
developed eclampsia, or 67 per cent., while 6 were under the goth 
week, and one of these developd eclampsia. These figures are 
interesting as they show the severity of the toxemia in relation to 
the number of the pregnancy. In a primigravida the toxamia 
appears not to produce profound symptoms until near the end of 
pregnancy, in other words, either the toxemia is considerably less 
or a primigravida is more resistant to its effects; while in a multi- 
para profound symptoms develop at an early period, in 25 per cent. 
of the cases before the 30th week as against 5.5 per cent. in the 
primigravide. In both classes of case if the pregnancy goes on 
to the last two weeks, the incidence of eclampsia is enormously 
increased. In the 25 primigravidee who went to term or the 39th 
week, g developed eclampsia; while of the 6 multiparze who went 
to the last two weeks of pregnancy, 4 developed eclampsia. 


TaBLe T1V,- CONDITION OF THE Fa:tus, 

Table IV shows the condition of the foetus; it can be taken as 
indicative of the intensity of the toxzemia, and an analysis of the 
cases shows a close resemblance to the conditions found in Table ITT 
of the period of pregnancy. Of the 36 primigravida, 28 infants 
were born alive and only 8 dead or macerated. Of the 20 multiparz 
only 8 infants were alive and 12 dead or macerated. That is 28 per 
cent. of the primigravidous infants were dead, while 60 per cent. of 
the multiparous were dead. In toxzemia 64 per cent. multiparous 
infants to 18 per cent. primigravidous, and in eclampsia 50 per cent. 
to 40 per cent. 

From the foregoing analysis I think some conclusions as to the 
incidence of toxemia can be drawn. 

1. Primigravide are more liable to toxzemia than multipara, 
but the age of the primigravida has no influence on its development. 

2. When a primigravida becomes toxzemic the tendency to 
develop eclampsia is in proportion to her youth. It is greatest 
under 20 years of age, and does not seem to increase in ‘elderly 
primigravide. 

3. The development of eclampsia in toxeemic women does not 
appear to be influenced by the pregnancy being primigravidous or 
multiparous. If anything the toxeemic multipara is more likely to 
develop eclampsia, 
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4. The period of pregnancy at which serious toxamic symptoms 
or eclampsia develop, is undoubtedly greatly affected by multi- 
parity. It is relatively early in multiparz and late in primigravide. 
The longer pregnancy continues the greater is the tendency for 
eclampsia to develop. 

So far I have only compared the toxzemic and eclamptic cases. 
At the end of the table are four accidental haemorrhage cases, 
which show a very similar incidence as regards age to that found in 
toxemia. Besides these four cases there are six toxeemic and two 
eclamptic cases that had accidental hemorrhage as a definite 
symptom. Of the twelve cases, 5 were primigravidee and 7 multi- 
pare; this is a very marked preponderance of multiparz, being 
50 per cent. as against 38 per cent. of all toxzemias of each class. 
Only 5 cases went to term, while in 4 cases the pregnancy ter- 
minated before the 30th week. Four of the cases to reach term 
were primigravide, and in two the hemorrhage was associated 
with eclampsia. In none of the cases to reach term was the haemor- 
rhage very severe. From this it may be concluded that toxamic 
accidental hamorrhage occurs at an earlier period of pregnancy 
than eclampsia. 

I will now compare the other symptoms found in the sixty cases, 

Albumen. In only six cases was the albumen only a “ very 
definite’? amount, and in these the other symptoms were also 
moderate, only one had profound oedema, but two of these six cases 
developed eclampsia. Thirteen cases had a very marked amount 
of albumen, but decidedly short of the maximum degree, and other 
symptoms were proportionally light, with the exception of one 
patient, a multipara, who had a marked degree of vomiting and loss 
of vision, Of the 19 cases with less than a maximum only three were 
multiparae. In the remaining 37 cases, the urine was loaded with 
albumen, and these cases included all the haemorrhage cases and 
all those who had other toxzemic symptoms than oedema and head- 
ache with the exception of two eclamptics, one case of loss of vision, 
and one case with moderate vomiting. 

(idema. This symptom rather follows the character of the 
albuminuria, with a very evident exception of the cases that had 
other symptoms. This is particularly noticeable in the hamor- 
rhage, eclamptic and ocular svmptoms. In six of the hamorrhage 
and seven of the eclamptic cases oedema was either absent or slight. 

Headache. The incidence of headache is practically the same 
in toxzemia, eclampsia and hemorrhage, occurring in 25 per cent. 
of cases. 

Ocular symptoms. Dimness of vision amounting to actual 
blindness appears to be associated with toxzemia only, but in the 
previous year to that from which the table of cases is made, there 
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were two marked cases of loss of sight with eclampsia, and this 
vives a very similar percentage of ocular symptoms in eclampsia 
and toxzemia. 

Vomiling. The cases having vomiting as a symptom might 
very well be classed as hyperemesis. In two cases it was severe, 
but other symptoms were equally importunate. Vomiting was 
marked in three eclamptics, and this bears much the same ratio as 
in toxzemia. 

Secretion of urine. | have referred to the probable inaccuracy 
in the figures given for the minimum secretion, but as shown there 
is not much difference between the toxzemic and the eclamptic cases, 
The general run of cases shows a definite reduction from the normal. 
The reduction seems to follow the degree of albuminuria, and there 
does not appear to be much difference between primigravidz and 
multipare. The maximum secretion is particularly interesting ; 
with the exception of two cases the maximum was not reached until 
after delivery. One of these cannot be taken as correct, as the 
patient died on the day of delivery, and the maximum was certainly 
never reached. The marked diuresis which occurs in toxaemic cases 
when they begin to improve is remarkable; as is shown in the table 
it reached 240 ounces in one case, and several secreted over 200 
ounces. The time it develops is not altogether dependent on the 
amount of fluid taken by the patient, but on the ability of the 
kidneys to excrete the fluid. This is shown in the following 
fivures :— 


Case 1. 
Water drunk .. 1605 152 146 200 134° 175 89 Delivery 140 
Urine sas sete 30 79 g2 107 72 go Ol 142 
Case 2. 
Water drunk ... Delivery 232 279-301 3205 1971 — 
Urine... as 51 265 187 277. 124 -- 
Case 3. 
Water drunk ... 30 Delivery 72 TO B74 9163 152 
Urine a oo 6 oO 68 1609 105 118 


It will be noticed that after the maximum secretion is reached 
there is a reduction in the amount irrespective of the fluid taken. 
This diuresis is the best possible guide to the condition of the 
kidneys. It is always accompanied by a complete clearing of all 
the symptoms. Although there may be a marked polyuria pro- 
duced, it is always markedly short of the fluid taken, until after 
delivery, then at some time the urine secreted will be found practi- 
cally to equal the fluid taken. The only cases in which it is not 
well marked are some of the multiparze, and these are cases of 
chronic renal insufficiency with a superimposed nephritis of 
pregnancy. 








E-clampsia and other ‘Toxemias of Pregnancy 407 


I think the foregoing analysis of cases shows that toxemia is 
the primary complication, and the division of cases under various 
heads is purely accidental from the development of one dominant 
symptom. 

Accepting this view, | wish to consider the causes of the 
toxemia. That pregnancy is the initial cause must be admitted, 
but, is it due to an abnormal condition in the pregnancy? I do 
not think it is. There is not sufficient uniformity in the conditions 
of the placenta to justify the belief. The result to the foetus does 
not suggest it. In the early stages of the disease the foetus is well, 
and it is only when the effects of the toxamia become severe that 
the foetus suffers, and even in a large number of the severe cases 
the foetus is quite unaffected. 

The pathological findings in toxzemia, eclampsia, and toxamic 
hemorrhage are identical. The one condition common to all cases 
is a sub-acute nephritis, and with this a variable degree of focal 
necrosis in the other organs, markedly the portal system of the 
liver. This is clearly indicative of an irritant excreted by the 
kidneys, injuring their function, and affecting other tissues of the 
body. 

During pregnancy there are two factors which are commonly 
present, and these are always pronounced in toxemia, /.e., the 
tendency to over-eat, and constipation. That these factors have an 
enormous influence in the production of toxzemia is, | think, fully 
supported by clinical evidence. Toxzemia is unquestionably a 
disease of the well-to-do classes of society. There is the traditional 
belief that a pregnant woman should eat more than normally, and 
this is very fully carried out by the classes who suffer from toxzemia. 
In the above facts | believe we have the whole of the causes of 
toxemia, They may be summed up in two elements: (a) An extra 
demand on the eliminating organs of the body ; (b) A failure of the 
eliminating organs to respond to, or keep pace with, the demand. 

(a) The onset of pregnancy results in a very marked increase of 
tissue activity in the body. This may be abnormal to the non- 
pregnant woman, but cannot be considered abnormal to the 
pregnant woman; if it is the human race had better look for some 
improved method of reproduction. This increased metabolism is 
normally dealt with by the eliminating organs, which are endowed 
with sufficient reserve for the purpose. This is supported by the 
fact that patients who have a preceding defect of the eliminating 
organs, as shown by chronic renal insufficiency, develop toxamia 
at an early period of pregnancy, and the toxzemia reaches a cul- 
minating point very much earlier than those patients who start 
with normal organs. This is shown in the much earlier incidence 
of toxzemia in multiparee compared with primigravide. In cases 
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of renal insufficiency preceding pregnancy, it may be quite impos- 
sible for the patient to be carried half way through a pregnancy, 
even with the most careful management, owing to inability of the 
eliminating organs to compete with the normal extra’ work 
demanded by pregnancy. ‘These cases are practically confined to 
multipara, and are the cases that show multiple evidences of 
toxwmia and serious tissue changes. 

(b) It is a clinical fact that toxamic patients as a rule have put 
up an excess of weight during pregnancy. This results from the 
over-eating. As long as the organs are able to compete with the 
excessive diet it is dealt with, and deposited as fat, in the same 
manner as at other times. This usually continues for a time, but 
as the demands for elimination increase with the increasing’ meta- 
bolic changes due to the pregnancy, a time is reached when the 
eliminating organs fail, and then the whole train of toxamic 
symptoms develops. The onset may be rapid as in acute nephritis ; 
such are the cases of eclampsia with no premonitory symptoms, 
but as a rule the onset is more gradual, and the symptoms gradually 
increase in severity, corresponding to the gradual failure of 
elimination. The time it develops depends on the reserve power 
of the organs, and the demand made upon it. The reserve is 
greatest in the healthy primigravidz, and these are the cases that 
most frequently reach term. The multiparae, as pointed out, fail 
early because the reserve is less. 

| have never personally seen toxemia developed by a primi- 
gravida who, through pregnancy, had followed a hygienic course 
of life, taken a purgative and maintained regular bowel action, and 
avoided excessive eating. The common observation of a toxzemic 
patient’s relations is ‘‘that the patient’s appetite was always so 
good, she was always in such good health.’’ Ability to consume 
food is the public criterion of health. 

Patients in whom signs of toxemia are found at an early stage 
can be relieved of these signs, and carried through a pregnancy 
without a recurrence, by attention to diet and bowel action. When 
the excretory organs are damaged the success of treatment depends 
upon the amount of damage, and whether the organs can be 
sufficiently restored by a temporary rest, and subsequent regulation 
of the demands upon them, to be able to i their work. 

I sum up the causes of toxzemia as follows 

(1) The waste products of pregnancy are eliminated sy the 
ordinary excretory organs of the mother. For this purpose the 
organs must have a reserve of function. The waste products are 
not harmful to the mother until they accumulate through failure of 
excretion. This is exactly similar to the position of urea in ordinary 
metabolism. If the excretory organs are deficient in reserve the 
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waste products of pregnancy will accumulate and produce symp- 
toms. The action of the accumulated waste products is first on the 
excretory organs, and subsequently on the other tissues of the body 
as a result of further accumulation, due to the primary damage to 
the organs of excretion. 

(2) Excessive ingestion of food increases the demands on the 
excretory organs, and in conjunction with the demands of preg- 
nancy produces a demand in excess of the reserve of the organs. 

(3) Constipation deprives the system of one of the main chan- 
nels of elimination. It promotes accumulation of the waste pro- 
ducts, more particularly those from ingested food. 

The maintenance of regular bowel action avoids the accumula- 
tion from constipation, and defers the date of failure of compensa- 
tion of the excretory organs. Purgation increases the excretory 
functions of the bowel and saves the other organs. It also 
diminishes the products from excessive ingestion by excreting the 
excess before it is assimilated. 


‘TREATMENT. 

The treatment carried out in the Rotunda Hospital, and now 
nearly universally adopted in Ireland, was introduced by Dr. 
Tweedy in 1903, and has been carried on by subsequent Masters. 
It is the treatment | adopt with a few minor developments, the 
chief being the dropping of the morphia. ‘The treatment is based 
altogether on elimination. There is practically no difference in 
any of the toxzemic conditions beyond those necessitated by the 
immediate urgency of a symptom, or the consciousness of the 
patient, and any alteration is subsidiary to the main treatment. 

Treatment of a tox@mic patient. The patient is kept in bed. A 
full dose of purgative is given. If the bowels have not acted for 
some time enemata are given and repeated. If there is vomiting 
enemata are continued, and at the end of 24 hours a purgative is 
invariably retained. Purgation is maintained. TTouse mixture 
(Mist. Senne Co. with one dram of Mag. Sulph. to the ounce) in 
3 ounce doses is the usual purgative. This is given always twice, 
and frequently three times daily. The patient is induced to drink 
as much water as possible; at least six pints, but preferably more 
in the 24 hours. This treatment is continued until the symptoms 
have enormously abated, and the secretion of urine is at least up 
to normal, with a moderate amount of albumen, The patient is 
then tried on a half pint of milk, and gradually brought up to a 
low diet. No meat. If she stands this she is allowed home, and 
attends dispensary with strict injunctions about diet; and is told 
to take a purgative every day to produce at least two motions. 

Quite a number of these cases fall into labour, being near term. 
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Of the others some carry on to term, and deliver themselves without 
further trouble. Some of them return with a renewal of marked 
symptoms. If a patient does not respond to treatment sufficiently 
to be tried on diet, or relapses as the result of diet, or if at any 
time the foetus is found to be dead, labour is induced. As will be 
seen from Table | this was never done under the eighth day of 
treatment, and only five times in all. The one toxzemic case that 
died would have been induced three days before she delivered 
herself, but that she developed a very severe septic pharyngitis and 
delay was thought safer. The majority of the cases with live 
infants were at term, or reached term under treatment, and spon- 
taneously came into labour. 

Vomiting. When vomiting is a marked symptom the above 
treatment is modified by giving nothing by the mouth for 24 to 48 
hours, and giving frequent enemata, colon lavage if enemata are not 
effective, and sub-mammary infusion of solution of bicarbonate of 
soda if the symptoms are severe. Purgatives can always be given 
by mouth at the end of 48 hours. 

Kclampsia. In the table of eclampsia, six cases are shown as 
not having had routine treatment. They had the above treatment 
for toxeemia, but not the modification for eclampsia, because the 
patient was sufficiently conscious to be able to drink. While the 
patient is in coma, and as soon as possible after the onset of fits, 
the stomach is washed out with bicarbonate solution until the fluid 
returns clear. Then four ounces of House Mixture are introduced 
and about # of a pint of the solution, A long rectal tube is passed and 
carried up into the colon: this is often difficult, and may take as 
long as 30 minutes to effect. The colon is then irrigated with soapy 
water until the fluid returns well coloured with bowel contents; this 
may require three or four gallons of fluid. The irrigation is con- 
tinued until the fluid returns clear; as it begins to clear bicarbonate 
solution is substituted for the soapy water. About four ounces of 
House Mixture is run into the colon, and about two pints of solution 
is left in. The entire washing out may require 8 to 12 gallons, and 
take one to one and a half hours. This is repeated in five hours, 
and again in five hours if the patient has not returned to conscious- 
ness sufficiently to drink, or the bowels begun and continued to act 
spontaneously. When the patient is conscious the ordinary 
toxeemic treatment is followed. If labour sets in delivery is,com- 
pleted when the presenting part reaches the perineum, unless 
delivery is spontaneous in a short time. Otherwise labour is not 
‘interfered with in any way, nor induced when not present. The 
patient is kept lying on her side the whole time of coma or semi- 
coma, so that all fluid runs out of her mouth. If the fits are 
frequent, or the coma very profound, submammary infusion of 
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40 oz. of bicarbonate solution is given with the second colon lavage. 
Large poultices are applied to the loins in the majority of cases 
and maintained until secretion of urine is moderately good. 

Morphia. 1 have given all the eclamptic cases in Table V. It 
will be seen that most of these cases got morphia, but in only five 
did the amount exceed a } grain. In the last half of the table the 
morphia was given before the cases were sent to hospital, otherwise 
they would not have received it. Two cases marked with a * were 
given a 4gr. for restlessness in labour. I am convinced that 
morphia does not control the fits, and that it not only delays the 
recovery of the eliminating organs but is also an actual source of 
danger on account of its liability to produce respiratory failure, | 
believe | lost my first two cases from this cause, as the result of 
excessive morphia when the patients were relieved of the eclampsia, 
had delivered themselves, and were returning to consciousness, | 
think the treatment of toxzemia, and particularly eclampsia, on the 
lines given above, is fully supported by results. Thirty-six cases 
is not a large number, but it is quite sufficient to exclude fallacies, 
and the cases are a consecutive series. | have no doubt the number 
would be more than doubled if the toxamic treatment was carried 
out in a less rigorous manner. | do not base my claim for the 
adoption of this treatment on my own results, but upon the statistics 
of the Rotunda Hospital of twenty years, containing 214 consecu- 
tive eclamptics, with 19 deaths, a rate of 8.87 per cent., which 
includes the death of any woman who suffered from eclampsia, 
irrespective of the actual cause or time of death. 

I consider it is time that this treatment was universally adopted, 
as it, and its modifications, are the only methods capable of show- 
ing a mortality under 10 per cent. 


NOTES OF CASES REFERRED TO IN TABLE I. 


Case XV. B. R., eet. 23, i-para. 31 weeks. Marked cedema and loaded 
with albumen. Water diet and purgatives for six days when a return to 
food was tried. Improvement continued until 13th day, the albumen having 
diminished markedly, the secretion of urine amounted to over 60 ounces in 
24 hours. The cedema had decreased but not cleared up. It was decided 
to induce labour. The foetus was alive. On the 15th morning the patient 
developed an acute follicular laryngitis with a high temperature. It was 
decided to wait a few days before inducing labour. On the 17th day the 
infant was born. Six hours after delivery the patient had cyanosis of the 
face. Two hours later the same occurred more marked. ‘The respiration 
quite quiet and not embarassed. Pulse hardly perceptible. The patient 
died in about half an hour, evidently from cardiac failure; she was fully 
conscious till respiration stopped. P.M.—large quantity of blood-stained 
exudate in abdominal cavity, no ecchymosis or site of any bleeding. Liver 
enlarged, congested and small patches of focal necrosis. Kidneys slightly 
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enlarged, otherwise unremarkable. Spleen congested. Lungs cedematous. 
Heart normal. 

Case XIV. WH. HL, eet. 34, i-para. Term. Admitted unconscious after 
three fits. Usual treatment carried out, § grain of morphia having been 
given. Six ounces of urine drawn olf with catheter, loaded with albumen. 
No more fits occurred after admission, and patient responded casily to 
stimulation. Bowels acted copiously eight hours after lavage and about 
10 ounces of urine were secreted. Patient had started labour. Four ounces 
of urine by catheter and bowels again acted freely with passage of some 
more urine. The patient was able to drink water from six hours after 
lavage and continued to do so. Seventeen ounces of urine secreted in next 
8 hours at the end of which time the presenting part was in the vagina and 
delivery of a macerated foetus was completed. Patient became collapsed 
three hours after birth of child, respiration laboured. Subcutancous saline 
given. Half arm hour later respiration again began to fail but recovered 
after artificial respiration, and remained good for 15 minutes. This inter- 
mittent failure and recovery of respiration continued for the next three 
hours, the improvements becoming less marked, until it could not be re- 
established. ‘The patient died 26 hours after last fit and seven hours after 
delivery. 

Case V. E. ‘I., at. 28, iv-para. 36 weeks. Was admitted on account 
of cedema, urine loaded with albumen. Condition greatly improved during 
next three days on water diet and purgatives. Secretion of urine increased 
from 5 ounces in first twelve hours to 60 ounces on the third day, with 
albumen slight. On the fourth evening a profuse haemorrhage occurred, 
with passage of clots. The vagina was plugged and a tight binder applied, 
but the patient died within an hour, while preparations for laparotomy were 
being made. P.M. The uterus showed blood extravasation in one cornu 
under the placental site. There was no free blood intra- or extra-perito- 
neally. The liver, kidneys and spleen were normal. 

Case VI. A. P., et. 36, i-para. 24 weeks. Admitted for slight heemor- 
thage. Marked albuminuria. Uterus tense and no foetal parts felt. Treated 
for toxaemia for six days, during which condition improved. On the sixth 
day two more hamorrhages occurred. Induction of labour with tents, and 
24 hours later uterus emptied of macerated foetus, followed by quantity of 
old blood clot. The uterus remained very large and old looking bloody 
discharge continued, so uterus explored 12 hours after delivery, when over 
two pints of old black blood clot were removed. 

Case VII. M. R., eet. 23, ti-para. Term. Admitted in labour for ten 
hours with contracted pelvis, and history of slight antepartum hemorrhage 
before labour began. On opening the abdomen the upper third of uterus 
was noticed dark slate in colour. The uterus was opened through the 
lower segment. The removal of the placenta was followed by a large old 
blood clot. After operation the urine was found loaded with albumen. 

Case VIII. A.N., multiparee. 34 weeks. Brought in from extern in 
profound collapse. The uterus almost the size of term and tense so that no 
foetal parts could be felt. Pulse barely perceptible. The uterus was a 

‘good ovoid shape. A tight binder was applied and restorative measures 
adopted, while preparations for section were made. The patient slightly 
improved during the next hour and the uterus gave evidence of recovering 
good tone. It was decided to wait a little longer. The patient shortly 
came into labour and delivered herself five hours after admission. ‘The 
placenta came away quickly, followed by two to three pints of firm blood clot. 




















TABLE 1.— Albuminuric and Eclamptic Cases, showing Symptoms, Degree of symptoms indicated, +, ++, 
+++ ; State of foetus, A=alive, D=dead, M=macerated ; Number of fits ; Duration of coma; the 
day is counted from beginning of treatment of fits. 
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TABLE I1.—Table of Ages of Tovemie and Eclamptic Cases divided into primigravidie 
and multiparie. 
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TABLE IIT.—Tables of Periods of Pregnaney when Towamia or Eclampsia called for 
treatment divided into primigravidie and multipare. 
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TABLE IV.—Condition of the Futus in Towamia and Kelampsia in primigravidie 
and multiparie. 





| Primigravidie Multiparie 


| | Alive Dead |Macer. | Alive Dead | Macer. Total 


Toxiem.a _... Ne 22 - 4 5 4 5 40 


| Eclampsia ... sl 6 l 








| 
. | a 
| 
Total - 2 | 1 | 7 8 3 56 
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TABLE V.—Table of Eclampsia Cases for 24 years in Rotunda Hospital, Routine treatment = Gastric 
lavage, purgative by tube, colon lavage, repeated in 5 hours and again till bowels continue to act 
spontaneously, — Lateral decubitus. Freewater and purgatives by mouth when able to drink, 
continued till diuresis established and beginning to diminish. Subcutaneous bi-carb. sol. if coma 
prolonged, poultice to loins. 
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The Results of the Treatment of Eclampsia by the 
Dublin Method.’ 


By Berne, Sotomons, M.D., B.Ch. (Dub.), FAR.C.P.L., 


Gynecologist to Mercer’s Hospital, Dublin, 


IN my official capacity as President of the Obstetrical Section, 
Royal Academy of Medicine in Ireland, | bring before you some 
Dublin statistics of eclampsia. Hlaving circularized various mem- 
bers of the profession in addition to the three Maternity Hospitals 
in Dublin, the conclusion was arrived at that the greatest value 
would be obtained by taking the intern statistics of the Rotunda 
Hospital as the chief working basis. Although the addition of 
private cases and the statistics of the extern department of the 
Rotunda would lower the percentage mortality (for example the 
report of 24 private cases, all recoveries, and treated by the Rotunda 
method was received), yet the treatment of cases in the intern 
department is so supervised and such reliance may be placed on 
the rigid detail of treatment that it was felt that in a report of this 
kind the record of these cases would prove to be of most benefit. 

The cases which occurred at the Coombe [Hospital over a period 
of four vears will be dealt with separately. The series at the 
Rotunda comprises 204 cases from 1903 until 1921, and the method 
employed with some slight exceptions was uniform all through. 
May I be excused for repetition if | outline this treatment shortly, 
drawing special attention to most salient points, and | hope | may 
be pardoned for my apparent enthusiasm when IT state that in the 
last two years of the Mastership of Dr. Tweedy which fortunately 
for me coincided with my first two years as Assistant Master there, 
there were 29 consecutive cases, many of them of a very serious 
variety, with no mortality. Before once more giving in detail the 
treatment it must be pointed out that the diagnosis of the disease 
rested on the following data (Tweedy, ‘ Practical Obstetrics,’ p. 
525) — 

1. All deaths associated with convulsions occurring after the 
sixth month of pregnancy have been considered as due to eclamp- 
sia. Before the sixth month the diagnosis rests on the pathological 
findings. If there is obvious chronic renal disease it should not be 
classed as a case of eclampsia, 


1. Read at the British Congress of Gynecology in Liverpool, July 1, 1922 
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2. No woman who gives a history of previous fits unconnected 
with pregnancy or labour should be included, nor has such a case 
heen included in our list. 

3. We have not included any case of convulsions free from 
albuminuria. This limitation is of the utmost importance, for there 
are many conditions which simulate eclampsia, such as epilepsy, 
heat stroke, ete. 

4. An unconscious pregnant woman, who shows marked toxic 
symptoms after the sixth month, with albuminuria, is considered 
to have eclampsia, whether or not she has had convulsions. 

In addition, as demonstrated most clearly by Tweedy and borne 
out by all observers, the treatment must be meticulously carried 
out. The main feature is that patience must be observed. Results 
take time. The busy specialist who is summoned to the country 
may obtain results, life or death, and is able to hurry back to his 
work having performed Czesarean section or induction of labour, 
but is he justified when the Rotunda treatment rigidly adhered to 
obtains results which up to the present have been unsurpassed, 
although at first sight Stroganoff’s figures appear better than those 
of Tweedy ? In reality this is not so as he (Stroganoff) has included 
as cases of eclampsia many which would not be recorded under our 
definition. 

The following are some special points most worthy of notice : 

1. Starvation, i.c., abstinence from everything except water. It 
may be asked how food poisons when the toxin is foetal. This is 
extremely simple to explain by the following theory. The food 
ingested and the toxic elements from the foetus require the same 
ferments in the blood to neutralize them: these are probably 
albuminous in nature, The foetal toxin takes some of the elements 
from the blood which are intended for the digestion of food. This 
leaves the latter with no ferment and therefore the food acts as a 
toxin—a toxin which may cause the familiar post-mortem signs, 
e.g., kidney and liver necrosis. The obvious treatment, therefore, 
following this theory is to prevent the ingestion of food by starva- 
tion and to dilute the toxic elements. It may next be asked for 
how long the starvation may be continued. Usually the patient 
improves after a day or two: if after three days there is no improve- 
ment, then and not until then should Caesarean section or induction 
of labour be recommended. There is a great advantage gained by 
waiting these davs and the results are more gratifying than those 
obtained by adopting radical measures immediately. 

2. Stomach Lavage. This is repeated until the return flow is 
clear after which 3ij of concentrated magnesium sulphate is left 
in situ. It may be necessary to perform lavage of the stomach two 
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or three times in an intractable case, but if possible it should not be 
repeated as it increases shock. 

3. Bowel Lavage. With the patient on her left side a tube is 
passed 18 inches into the bowel after which water containing 
sodium bicarbonate 3j to the pint is poured in and syphoned out. 
This is continued until firstly the return flow is faecal stained, then 
until it is clear. We regard bowel lavage as one of the most 
important parts of the treatment. It sometimes takes upwards of 
an hour before an absolutely satisfactory result is obtained, and as 
in stomach lavage where a case is prolonged repetition of this detail 
of treatment may be required. One to two pints of this solution 
should be left in the bowel. 


4. Morphine. This part of the treatment, introduced to the 
British Isles by Sir W. Smyly, is believed to be of great benefit, 
although Dr. FitzGibbon, the present Master, is experimenting 
without this drug. 

5. The injection of sodium bicarbonate solution under the 
breasts. This should be done as a routine in all cases except the 
mildest. 

6. Close observation of the patient. This should be done if 
possible by a qualified doctor if this is impossible a nurse 
thoroughly trained in eclampsia or a senior student should watch 
the patient. Many women have died of ‘* drowning ’’ who would 
have recovered if they had been closely observed in a room suff- 
ciently lighted, with an assistant ready to swab out mucus from the 
throat and if necessary to bring the head and shoulders hanging 
over the side of the bed with the face turned towards the floor. In 
this way fluid will frequently be found to pour through the nose 
and mouth with immediate relief of dyspnoea. Nothing at all must 
be given to the patient by mouth when she is unconscious. 


Table I shows the details of results under the different Masters 
during the period covered. 


Table If demonstrates clearly that upon the number of fits 
depends the recovery of both mother and child, for when both 
mother and child recovered in 128 cases the average number of fits 
was 5.03, where the mother alone recovered in 55 cases the 
average number of fits was 9.45. In the few remaining cases 
there were six with average number of fits 9.50 when the 
child recovered and the mother died, and 15 with average number 
10.20 when mortality occurred in both. These figures obviously 
point out beyond yea or nea the necessity for control of the 
fits. By the treatment suggested the fit will not only be controlled 
but time will be gained to allow the natural efforts of the body to 
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split the toxin into some simpler product and thus render it 
innocuous. 

It must be added that the greatest number of fits with maternal 
recovery was well over 10oo—while one woman died who only 
suffered from one fit. 

The comparative Table III of primigravidze and multipare 
serves to demonstrate a well-known fact. that the disease is one 
largely of primigravidz although it proves also that multiparze are 
by no means immune. Out of 204 cases, 137 occurred in primi- 
vravidee, t.e., 67.15 per cent. 

The Table 1V dealing with periodic incidence makes interesting 
reading. For this table 116 cases were considered: of these 17 
took place in January, 16 in September, and 13 each in February 
and March. In 1909-10 there was a severe outbreak beginning in 
January and ending in March, nine cases occurring then, 
The same happened in 1916-17, when there were nine cases in the 
first four months of the year—September stands consistently alone 
in addition to the early months of the year as a dangerous month, 

It seems probable therefore that some chemical examination of 
the blood might be of use in antenatal clinics during these 
dangerous months when a starvation or a modified starvation 
treatment might be carried out. It is for the chemical physiologist 
to experiment in this way, and it is certain that every well appointed 
hospital should have a physiological chemist on the staff, when such 
possible danger signals as creatin in the blood might be discovered. 

With regard to the mortality, Table V, we find in Dr. Tweedy’s 
Mastership, 1903-09, there were 68 cases in the intern Maternity 
with six deaths, 7.e., a mortality percentage rate of 8.82. If five 
cases with no death which occurred in the extern maternity be 
added the rate becomes 8 per cent, It is especially interesting to 
find that there was no death from January 1st, 1908, to November, 
1910, and that at least two of the previous cases were due to 
‘* drowning,’ a cause which is absolutely preventible if patients 
are carefully watched; further his first death did not receive any 
specific treatment as it was toxemia without fits, and at the time 
was not considered one of eclampsia. It is interesting to note also 
that if this period of seven years be divided into one of four and 
another of three: in the former there were 5 deaths in 35 cases; in 
the latter one in 33. These figures speak for themselves and 
demonstrate clearly the improved results following improved 
technique. 

In the six years of Dr. Jellett’s Mastership the treatment was on 
_very similar lines, a littke chloroform was administered during 
slight manipulations, venesection was done in some cases 
Cwsarean section in others. Saline solution was sometimes given 
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under the breasts. There were 75 cases with 9 deaths, a percentage 
rate of 12.85. The first patient, J.S., died of haemorrhage from a 
ruptured inferior mesenteric vein; the second was brought in 
moribund. The third patient suffered from nearly complete sup- 
pression, In Dr. Jellett’s patient, M.D., venesection and Caesarean 
section were done, and in M.M. venesection and post-mortem 
Cyesarean section. It may or may not be a noteworthy fact that 
venesection was performed in three of the fatal cases in this series 
and in one of Dr. Tweedy’s. In the interregnum, when the cases 
may be placed to the credit of Sir W. Smyly and Dr. Tweedy, 
there were 33 cases with 3 deaths, a percentage mortality rate of 
9.09; of these three deaths one died of empyema 16 days after 
delivery and another died four days after delivery of hemiplegia. 
In the two years of Dr. Fitzgibbon’s Mastership to the date of 
writing this paper, there have been 33 cases with 3 deaths, 7.¢., 9.09 
per cent. Two of these deaths were “ 
other died 26 hours after the last fit. 


’ 


drowning ’’ cases and the 

It appears as if pre-labour fits are more dangerous than others, 
for we find that in the fatal cases, in 11 the fits occurred before 
labour only, in 3 during labour only, in 3 after labour only, and in 
one before and after labour, in one before and during, in one during 
and after, and in one before, during and after labour. 

The actual percentage mortality rate is important in judging 
results, though not all-important. The Coombe Hospital furnished 
g cases over a period of four years with 2 deaths. The treatment 
adopted there follows to some extent the Rotunda treatment, but 
the active detail is not followed closely. 

There is no doubt whatever that the death-rate from eclampsia 
can be kept at a lower level by following closely the treatment as 
suggested by Dr, Tweedy, especially watching the patient as a cat 
would a mouse for any sign of interference with respiration by 
mucus. It is also beyond doubt that the practitioner must meet 
with some cases so saturated with this pseudo-acidosis that recovery 
is impossible, but the number of these would be greatly diminished 
were routine general examination insisted on, especially monthly 
examination of the urine for the first seven months, then fortnightly 
until the end of pregnancy. The general practitioner requires 
further education on this point 

I am indebted to Dr, Fitzgibbon, Master of the Rotunda, for 

allowing me access to the Rotunda records, and to Dr. Hastings 
- Tweedy for assistance in the compilation of this report. I wish 
also to thank Dr. Cassidy, Master of Coombe Hospital, for the 
statistics of his hospital, and Sir W. Smyly and other obstetricians 
who answered the questionnaire, 
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TABLE I.—_Number of Cases of Eclampsia Intern in Rotunda. 


Dr. ‘TWEEDY. 


1903-04 : aEe ... 6 cases o deaths 
1904-05 ae oe ee ee? Bee 
1905-06 Ae nee Se eS I Pr 
1900-07 ran pe seas 9 a y: i 
1907-08 ats ae ao I | Pp 
1908-09 as Oo i 
IQO9-10 rere cee me 14 rr oO re 
68 cases 6 deaths 


$8.82 per cent. 


Dr. JELLETT. 


IQ10-11 : = ... 14 cases 2 deaths 
IQI 1-12 ae ¢ ae SAP 5; 2 
IQI2-13 nae Gers ats 5 ” O ” 
1913-14 vee vee -+5 20 -  * 
1917-18 a aoe ae 6 yy I » 
1918-19 ; fe Meroe a} re 2 
70 cases 9g deaths 


12.85 per cent. 


Sirk WM. SMYLY AND Dr. TWEEDY. 


1914-15 _ ne w« 9 cases o deaths 
1915-16 ae wet aan we ” 2 ” 
1916-17 ce Pet wae 9 ” I ” 

33 cases 3 deaths 


g.0g per cent. 


Dr. FITZGIBBON, 


1919-20 ae ig ... 33 cases 2 deaths 
1920-21 net me Perens |). »” I ” 
1921-22 ae eis are, et Oo» 

33 Cases 3 deaths 
g.og per cent. 

Total ... 204 cases 21 deaths 


10.29 per cent. 


TABLE IT. Showing Maternal and Infantile Mortality compared with 
Number of Fits. 


No. of cases in which 


Mother and child recovered... 128 with average number of fits 5.03 
Mother recovered, child died... 55 a Fr ” 9-45 
Child recovered, mother died... 6 Fe a f. 9.50 
Both died re 15 9 ” ” 10.20 


From the above it appears that the number of fits is important with 
regard to prognosis. 
Greatest number of fits was over 100 with recovery. 
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TABLE, IIL. Proportion of Primigravidw Rotunda Statistics (Intern) 


1Y03-04 s in 6 
1904-05 5 in 12 
1905-00 5 in 8 
1Q00-07 ~ ' 6 in 9g 
1907-08 : ; 10 1 12 
1908-09 5 in ij 
1QO0g-10 : 13 in) 14 
IQIO-I . 10 in 14 
IQII-12 7 in 14 
1912-13 4in 5 
1Q13-14 14 in 20 
IQI4-15 7 in 9 
1915-16 13. ini TS 
1916-17 5 in 9 
1917-18 4 in 6 
1918-19 6 in 11 
1919-20 8 in 13 
1920-21, 10 in 16 
1921-22 , my “3 21n: 4 


137 204 


67.15 per cent. 
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Treatment of Eclampsia by Veratrum Viride.' 


By Thos. G. Stevens, M.D. (Lond.), F.R.C.S, (ling.). 
Senior Obstetric and Gynecological Surgeon, St. Mary’s Hospital ; 
Surgeon to the Soho Hospital for Women. 


IN the list of cases collected by Mr. A. W. Bourne there are 25 cases 
of eclampsia in which veratrum viride was used in the form of 
hypodermic injections of veratrone. As this drug has been very 
little used in this country in the treatment of eclampsia, an analysis 
of the results obtained and a few remarks upon it may be of interest. 

In addition it must be remembered that active measures to 
empty the uterus were also carried out in all cases not actually in 
labour, which must of necessity vitiate statistics as regards vera- 
trone. Personally | have always been an enthusiastic advocate of 
the use of veratrone since the first case in which | used it in 1914, 
but as | have always been an advocate of emptying the uterus as 
well, | have never used veratrone in a purely expectant manner. 

The physiological action of veratrone was well shown in some 
of the cases in which accurate observations on the blood-pressure 
and pulse were noted; for instance in Case 28 in which the blood- 
pressure was 180 mm. it fell within a short time to 80 mm., and the 
pulse-rate fell from 104 to 52 after a single injection. In general 
it may be said that veratrone can be relied upon to produce a 
temporary rapid fall in blood-pressure and pulse-rate. 

The dosage has not always been correct | have no doubt, and 
in general | believe that we have given too little rather than too 
much, except in one case when two small doses were given at short 
intervals after a Czesarean section operation. In this case, how- 
ever, | do not believe that the veratrone had any evil effect for the 
blood-pressure rose to 165 mm. forty minutes before death. 

There is no doubt that the drug is a dangerous one, and in the 
present state of our knowledge an unsafe one to use in any condi- 
tion except actual eclampsia with fits and high blood-pressure, 

In general our experience has been that the full dose of 1 cc. 
can be given in most cases with perfect safety after a convulsion 
has occurred, but when dealing with small thin women I have 
reduced the dose to .75 cc. on occasions. In the majority only one 
dose was given, but in cases 87, 89 and 103, three, eight, and four 
doses respectively were given, 89 and 103 ending in recovery. An 
analysis of these 25 cases brings out some interesting points which 


1. Read at the British Congress of Gynecology in Liverpool, July 1, 1922. 
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may be of value in estimating the usefulness of veratrone. Of the 
25 cases, 11, or 44 per cent., had no fits after one veratrone injection, 
and 15 cases, or 60 per cent., had no fits after delivery and vera- 
trone. Of the cases which had no fits after veratrone, one only 
died, four days after delivery. ‘This death must be put down to 
post eclamptic exhaustion, which was no doubt added to by the 
method of delivery, manual dilatation and accouchement forcé (for 
which I was not responsible !). 

Of the 11 cases which had no fits after veratrone the time of 
delivery and the duration of labour are carefully noted in seven. 
In these seven cases delivery did not occur until four hours, 19, 18, 
ig, 18, 27 and 51 hours respectively after the veratrone had been 
given. 

If further experience shows that veratrone stops the fits in a 
majority of cases, and thus allows of a reasonable time during 
which induction of labour and spontaneous delivery can be carried 
out, | believe that its use will prove to be a great advance in the 
treatment of eclampsia. 

Of the 15 cases which had no fits after delivery plus veratrone, 
only one died, namely the case mentioned above. 

In 5 of the cases all the fits occurred after delivery ; all these 
cases recovered, but one of them was very serious, Case number 45, 
in which 53 fits occurred post-partum. In only one of these post- 
partum cases was there no fit after the veratrone injection, the others 
having 1, 3, 8 and 46 respectively. 

I have always believed that post-partum eclampsia differed in 
some way from ante- or intra-partum eclampsia, and did not expect 
that it would react in a striking manner to veratrone or any par- 
ticular treatment. 

If one leaves out these five cases of post-partum eclampsia, then 
the number of cases in which there were no fits after veratrone was 
it out of 20, or 55 per cent., and in which there were no fits after 
delivery plus veratrone, was 15 out of 20, or 75 per cent. | regard 
these figures as very striking, although they must be admitted to 
be too small to carry conviction, With regard to the method of 
delivery in these 25 cases, some operative procedure was carried 
out in 17, and in 8 spontaneous delivery occurred. 

In 7 cases induction of labour by rupturing the membranes and 
putting in a small bag was done. This I regard as the method of 
choice, and subjecting the patient to the least disturbance and 
injury. In my experience rupturing the membranes alone is a 
most valuable procedure and is often followed by cessation of 
convulsions. 

' In 7-cases Caesarean section was done, but precise information 
is wanting in the notes as to why it was thought to be necessary. 
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I cannot claim responsibility, as all these cases are quoted from the 
records of Queen Charlotte’s Hospital without reference to 
individual operators. Of these cases two died and five recovered. 

Craniotomy was performed twice, once in a girl of 14 with a 
generally contracted pelvis, and once, in a case in which the child 
was already dead, to facilitate delivery. This last case died of 
exhaustion and profound toxzemia, the temperature rising to 100° 
before death, 8 fits having occurred after delivery. 

Manual dilatation of the cervix was done in Case 29, on account 
of a very long first stage, spontaneous delivery occurred of a living 
child and no fits were recorded after veratrone and delivery. 

Accouchement force was done in Case 56, one of twins in which 
the first baby was a breech with extended legs. Death occurred 
four days after delivery in this case, no fits occurred after veratrone 
and delivery, and apparently death was the result of exhaustion, 
but the cause is not stated in the notes, 

Of the deaths which occurred in this series, two followed 
Czesarean section, and two followed accouchement force. In only 
one of these cases was the veratrone used secundum artem, that is 
early in the case before many fits had occurred. This case was the 
one of twins in which death occurred four days after delivery, no 
fits having occurred in the interim. 

In Case 57 the veratrone was not given until after the 18th fit, 
six hours after delivery by manual dilatation, craniotomy and 
manual removal of an adherent placenta and six hours before death. 
In this case it was probably a mistake to give veratrone at all. 

In Case 68 the veratrone was not given until after the 12th fit, 
11 hours after Caesarean section and three and a half hours before 
death. Again it was probably a mistake to give the drug at all. 

In Case 87 three doses of veratrone were given, } cc. after the 
1ith fit one hour before Caesarean section, } cc. seven hours after 
the operation, and 4 cc. six hours later, forty minutes before death. 
I feel that the last two doses were perhaps harmful. 

Thus critically considered only one of these cases can be 
considered as being a fair test of the action of veratrone, and con- 
sequently if we sum up the cases in which veratrone had a fair test, 
we have 25 cases with one death. a mortality percentage of 4 per 
cent. 

Nothing is easier than to manipulate statistics to bring out the 
results which one would like to see. Apart from these figures, 
however, having attended many of these cases and followed them 
through, I personally believe that in veratrone we have a drug 
which, used in a proper manner, at the right time and in efficient 
doses, will revolutionize the results in the treatment of eclampsia. 

I have no hope that it is a miraculous drug or that it will reduce 
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the mortality to nil, for I am quite sure that there are some cases of 
eclampsia which at present no treatment will save, on account of 
the destructive effects that the toxemia has upon the liver from 
which recovery seems impossible. 

In conclusion | should like to urge that the drug should be 
extensively tried by obstetricians, following out a definite pro- 
gramme in every case. The routine treatment which I should like 
to see carried out in a large series of cases and which I have found 
so effective myself is as follows :— 


1 cc. of veratrone at the first opportunity, 

Rupture of the membranes at once, and insertion of a small 
Horrocks’ bag after letting out as much liquor amnii as 
possible. 

Avoid operative midwifery after this as far as possible. 

Avoid morphia or other narcotics. 

Avoid venesection. 

Avoid saline infusion. 

Wash out the bowel if thought necessary. 

Purgatives may be useful, but avoid passing a stomach tube 
in order to give them. 


For Table of Cases see over. 
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A Case of Eclampsia illustrating the use of Veratrone.' 


By ALECK BourNE, M.B., B.Ch. (Cantab), F.R.C.S. (Eng.). 
Assistant Obstetric and Gynaecological Surgeon, St. Mary’s Hos- 


pital; Obstetric Surgeon, Queen Charlotte’s Hospital. 


Ir may be fairly alleged that the danger of eclampsia lies almost 
as much in the multiplicity of remedial measures and the vigour 
with which they are applied as in the unrestrained action of the 
toxins themselves, and therefore it is necessary to produce real 
justification for the administration of yet another poisonous drug. 
Injection of veratrone is a comparatively recent method of treat- 
ment of eclampsia in this country, though veratrum viride had been 
advocated in America for some years before it was extensively used 
on this side. Enough experience has been accumulated now to 
show that veratrone is a real addition to our methods of treatment, 
and, while making no claim to specificity, it has, when judiciously 
employed, a remarkable action in stopping the fits. 

It is the purpose of this brief paper to describe its indications, 
dangers, and method of use, rather than the success which fre- 
quently results, by an account of one case in which hourly observa- 
tions were made throughout the course of the disease. The 
measurements obtained and the time relations are clearly seen in 
the appended charts. 

As a means of arresting the fits, and even of relieving coma, 
veratrone is sometimes remarkably successful, but the mere 
presence of fits is not by itself a sufficient indication for its use, and 
therefore it is not a method of treatment available in all cases of 
eclampsia. It is essential that injections of veratrone should be 
controlled by frequent observations of the blood-pressure and the 
pulse-rate on account of the danger attending its use when the 
blood-pressure and pulse-rate are not markedly raised. This point 
cannot be too strongly emphasized, because it is largely owing to the 
neglect of this precaution that failures and disasters following the 
use of veratrone have been recorded. 

Further, the height of the blood-pressure and pulse-rate should 
provide not only the special indication for the use of the drug, 
but the amount of the dose should be governed entirely by these 
observations. It appears that veratrone is comparatively harmless 


1. Read at the British Congress of Gynecology in Liverpool, July 1, 1922. 
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when given to a patient with a high tension and rapid pulse, but 
may be of great danger when given in larger doses in the presence 
of a tension of 140 or below, or a pulse-rate of below go. 

It is, therefore, of chief value for a patient who has a number of 
fits with a blood-pressure of 160 or above and a rapid pulse, while 
in the less common cases of eclampsia with many fits associated 
with a tension of below 140 it is not only dangerous, but of little 
if any value in arresting the course of the convulsions. 

An average relation which the dosage should bear to the height 
of the blood-pressure may be given as follows :—above 195 mm. 
mercury 1cc.; between 195 and 175, —#cc.; between 175 and 155, 
—}cc.; between 155 and 140, —4 cc. 

The fall in the rate of the pulse frequently follows suit with the 
reduction in height of the blood-pressure, but should the pulse be 
little raised above normal the use of veratrone in anything but the 
smallest of doses is attended by danger. 

The well-known effects of veratrone are usually, but not 
invariably, a remarkable and rapid fall of the blood-pressure and 
pulse-rate. After a large dose there may be a fall of a hundred 
millimetres in less than an hour, with a similar reduction in the 
pulse-rate, but, owing to its rapid excretion or destruction in the 
blood stream, the effects are short-lived, and in so brief a space as 
one or two hours the pressure may have risen to a figure as high 
or even higher than before the injection was made. There is no 
doubt that this is a serious drawback to the proper clinical use of 
the drug, for the aim of this method of treatment is to maintain the 
blood pressure as near the normal level as possible, and this can 
only be done by repeated injections and a dosage carefully graduated 
by frequent observations by the sphygmomanometer, Indeed it 
can be truly said that treatment by veratrone implies the use of a 
sphygmomanometer as much as of a hypodermic syringe. 

The accompanying Chart No. 1 is appended to illustrate the 
foregoing remarks. 


The patient was admitted to Queen Charlotte’s Hospital in 
March 1920, in a comatose condition after having had seven fits. 
There was little urine in the bladder, much albumin, and she 
appeared to be a case of moderate severity. She was not in labour. 

It was decided, with the cordial co-operation of the Resident 
Medical Officer and Sisters to take hourly measurements of the 
blood-pressure and pulse-rate, and to catheterize the bladder every 
four hours. 

_ The treatment consisted in an initial washing out of the colon, 

repeated rectal salines with sod. bicarb, (there was little oedema), 

and veratrone injections. In addition one-sixth grain of morphia 
E 
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was given at the outset on account of violent restlessness. Morphia 
was not repeated. 

As the first injection of veratrone was being made the patient 
had the eighth fit, but thereafter the fits ceased entirely. 

For the first 24 hours the clinical condition greatly improved. 
The coma gave way during the second day, the quantity of urine 
increased, and its quality, as shown by Chart No. 2, greatly 
improved. 

Towards the end of the second day the patient had to all 
appearances recovered, with the exception of a headache and 
blurred vision, but as the foetal heart could no longer be heard, it 
was thought wise to induce labour by rupturing the membranes 
and inserting a small bag. Labour began in two hours and lasted 
12 hours, resulting in spontaneous delivery of a still-born foetus. 

Chart No. 1 shows the clinical course of the disease. The 
vertical lines indicate hours, the upper line is the blood-pressure, 
the lower line is the pulse-rate, while the dotted line is the four- 
hourly excretion of urine. 

The administration of veratrone is shown by the vertical lines 
along the base of the chart, each horizontal division representing 
yec. The heavy black line gives the period during which the 
patient was in labour. 

The noteworthy features about Chart No. 1 are the great and 
rapid fall in blood-pressure and, less so, in the pulse-rate following 
the two larger doses of veratrone. 

The second chart sets forth the variations in amount of urine, 
percentage of albumin, urea, and ammonia (by formalin method), 
of the specimens taken every four hours by catheter. Not all the 
analyses of each specimen are complete. 

It will be noticed that there was a remarkable fall in the amount 
of albumin long before the quantity of urine was increased, and 
also a considerable rise in the urea output. 

It is not suggested that every case of eclampsia should be 
observed so closely as the. particular patient described above. It 
would be manifestly impossible to maintain hourly measurements 
during the whole course of the disease in the great majority of 
cases, but it is possible and necessary that frequent determinations 
of the blood-pressure and pulse-rate be made if veratrone has been 
selected as the method of treatment. 
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Radium 


Considered as the ideal palliative treatment in inoperable 
cases of Uterine Cancer and also in cases in which the 
disease returns after operation. 


By Dr. C. Jacoss (Brussels). 


Professor, agrégé a l'Université de Bruxelles. 


THE majority of those who speak of radium in connexion with the 
treatment of cancer would appear to have but one sole idea in view, 
ie., a cure. Further, in all discussions on the surgical treatment 
of this disease there would appear to be no deviation from this idea 
of a cure and nothing less than a cure, and the tendency is to 
discuss tentative efforts and operations, only with this sole aim in 
view. Ilaving regard, however, both to the social importance of 
this difficult problem and to the future of the race, are there no other 
aspects to be considered than that of a cure ? 

We know full well that in cases in which a cancerous growth 
can no longer be radically extirpated surgery is often capable of 
changing the conditions of its existence, of diminishing the pain it 
causes, and of eventually ensuring for the patient a peaceful death 
unaccompanied by fear. 

Iixperience permits us to demand of radium results which are 
similar, but more lasting, and which we gain, moreover, without 
the necessity of submitting our patients to the hazardous chances of 
surgical intervention, which, having due regard to the lesions and 
the already precarious state of health of the patient, is always very 
serious. [| am convinced that this is so, and I base my conviction 
on actual experience. 

Let it be well understood that I do not advance any claim for 
radium as a cure for cancer of the uterus. It is merely my inten- 
tion to detail the results, observed by myself, in cases inoperable 
and abandoned as hopeless, and in cases of post-operative recur- 
rence ; all of them, in fact, cases in which any surgical intervention 
would have been no less than a crime. 

My experience tells me that in all such cases radium is capable 
of prolonging life, arresting pain and discharge, and causing a 
marked “improvement in the patient’s general health. Such an 
improvement can last over a period of some months : long enough, 
in most cases, to justify my faith in radium as the ideal palliative 
treatment. 
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Case I. In 1910 I was called to see a patient (act. 51) who had suffered 
from uterine cancer for two years. She had already consulted various 
doctors. At the onset of the disease an operation had been suggested to 
her, but she had shrunk from the idea, hoping all the time that she might 
eventually be cured without the use of the knife. 

The patient had had hemorrhages (necessitating the use of vaginal 
plugs) and severe pelvic and lumbar pains. Little by little her general 
health had declined, reducing her to a state of quasi-infirmity. 

Lesions. Cancer in the cervix, causing an enormous crater to form in 
the vaginal portion. The growth had already infiltrated the anterior fornix, 
the pelvic connective tissues, and caused fixation of the uterus. 

Micturition normal; urine normal; bowels were acting fairly regularly. 
Briefly a very much reduced constitution attacked by cancer in the cervix 
with invasion of connective tissues and vagina; thus rendering any 
surgical intervention laborious, possibly dangerous and certainly unpro- 
fitable, as a means of relief. 

I applied radium to the cervix, internally and externally 75 milli- 
grammes for 24 hours. ‘The treatment was not followed by any incident 
more serious than a slight vesical tenesmus lasting four days. 

I observed the following results : Complete cessation of haemorrhage ; 
arrest of foetid and sanious discharges at the end of one month. ‘Total 
disappearance of abdominal pains and marked improvement in general 
health. From the cighth week granulation of the vagina, filling up of the 
crater, and the appearance on the vagina of an apparently healthy mucous 
surface. Continued immobilization of the cervix. After three months 
further small hemorrhages, disquieting only by reason of their frequency. 
The surroundings of the vaginal orifice appeared normal, but the cavity of 
the cervix was spongy and bled with ease at the smallest touch. A small 
fragment of tissue removed from this level and submitted to microscopical 
examination exhibited the same characteristics as those observed before 
the application of radium, i.¢., cylindrical epithelioma. 

I then had recourse to radium again; this time I gave a dose of 50 
milligrammes for 16 hours. No unpleasant results recorded. The haemor- 
rhages ceased, the patient was free from pain, took up life where she had 
left it two years previously, and believed, almost, in a cure. 

Things continued thus for about seven months. Then more slight 
hemorrhages. No change of condition in the lesion of the cervix, the 
cavity of which still displayed granulation tissue. I administered yet 
another dose of radium : 40 milligrammes for 12 hours, which was followed, 
as before, by a complete cessation of hemorrhages. 

Eleven months after the first application the patient was suddenly 
attacked by severe lumbar and abdominal pains, and her temperature rose 
rapidly to 102°. I examined the cervix and found no change, the womb 
still remaining in a state of fixation. The patient suffered intense pain 
(under pressure) in the pelvic region, and also a feeling as of fluctuation, 
to which I was, however, unable to place any bounds. I then gained the 
patient’s consent to an exploratory examination. On incising the perito- 
neum a large quantity of turbid liquid escaped, and I observed at the base 
of the pelvis, behind the uterus, several large floating masses of suspended 
matter. A further examination disclosed a large ovarian cyst which had 
ruptured. Immediate pelvic toilette, plugging of the cavity and the pelvis 
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with gauze, thus forming a drainage tune. ‘The patient died two days later, 
having exhibited marked symptoms of general peritonitis. 


Case Il. In January, 1921, I examined a patient (et. 52, nulliparous) 
who had suffered for about two years from cancer of the cervix. 

Once or twice weekly a doctor treated her either with tincture of iodine 
or with nitrate of silver. 

The vaginal portion of the cervix no longer existed and had been 
replaced by a fungus mass, granulated and sanious, which bicd freely on 
being touched. The connective tissues, invaded by the cancer, caused 
fixation of the uterus. 

The patient suffered much pain and had latterly been given large doses 
of morphia. She was very emaciated, her skin was waxy in colour, she 
suffered from complete loss of appetite and intestinal irregularity. Mictu- 
rition normal, urine with no albumen. 

In January, 1921, I gave her a first dose of radium, applied to the cavity 
of the cervix. I gave a dose of 75 milligrammes (3 needles of 25 milli- 
grammes each). ‘To the tront part of the cervix I applied 50 milligrammes 
in one single tube. I left it all in position for 24 hours. 

I observed, in rapid succession, a complete cessation of haemorrhage, the 
gradual disappearance of pain (permitting of the discontinuance of morphia) 
and total discontinuance of ichorous discharges. Subsequently a return 
of both sleep and appetite: little by little a general return of strength, of 
colour, and, in fact, an illusion of cure. The scab on the cervix took two 
months to disappear and was replaced by normal looking granulation, 
which, when microscopically examined, betrayed no trace of cancer. ‘The 
sanious discharges reappeared in April, but were not severe. I gave a 
second application of radium: 50 milligrammes (in the cervix after dilata- 
tion) for 24 hours. ‘The vaginal portion of the cervix was cicatrized, small, 
and hard to the touch. From this time onwards there were no more losses 
of blood. Unfortunately, in September, a marked frequency of micturition 
and heematoma suggested that the disease had attacked the bladder, and 
this was verified by a cystoscopic examination. The disease advanced 
rapidly and the patient died in December. Her symptoms during the last 
few days led me to believe in the presence of metastatic deposits, both 
gastric and hepatic. 


Case Ill. ‘The patient (eet. 50, nulliparous) had submitted to an opera- 
tion (left ovariotomy) in 1897 for the cure of a large cyst. In 1911 she had 
been operated on again for cancer of the cervix (total hysterectomy). In 
1921 she consulted me on the subject of a sanious discharge which had 
caused her uneasiness for some few months. 

Under examination I found that the base of the vagina was covered 
with granulations, which bled casily. Almost a third of the vagina was 
involved. Diagnosis: pavement epithelioma. 

As any idea of operation seemed futile I administered an application 
of radium : 80 milligrammes for 20 hours. The result was both rapid and 
remarkable. After three months there remained no traces of growth, 
no discharges and no pain. The vaginal discharge gave an impression of 
healthiness. Several times during the following nine months I reassured 
myself as to all this improvement. 
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| wish to draw special attention to the next case, one of recurrent 
cancer in the cervix eleven months atter the operation of total 
hysterectomy. 


Case 1V. Patient (at. 50, nulliparous) had been operated on five years 
previously for cancer of the cervix (vaginal hysterectomy). In June, 1921, 
she experienced slight pelvic pains accompanied by severe losses of blood 
lasting several days. Her general health was good. ‘The base of the 
vagina displayed, on the site of the cicatrix, which was no longer there, a 
crater covered with fungoid substance. I gave the following dose ol 
radium: 50 milligrammes for 14 hours. The hamorrhage ceased. Unfor- 
tunately this patient was unable, by reason of her profession, to submit to 
regular examinations, and I was thus not in a position to follow the 
progress of local modifications. 

Three and a half months alter the first application the base of the 
vagina was more or less cicatrized, the granulations had disappeared, and 
the discharge was reduced to a minimum. I have seen this patient three 
or four times since then. There is no change in the condition of the lesions, 
there are no sanious discharges, almost no pain, and the general health 
remains satisfactory. 


Case V. Patient (eet. 71, 3 children) had been operated on (total 
abdominal hysterectomy) for cancer of the cervix in 1897. ‘Two years later 
she returned with a recurrence of the disease covering almost half the 
surface of the vaginal cicatrix. I excised the entire base of the vagina in 
1899, and this operation was followed by a total cure lasting twenty-two 
years, 

In September, 1921, she consulted me again on the subject of a more or 
less continuous sanious discharge. She also suffered from pelvic pains 
which she could not properly localize. The base of the vagina and the 
vaginal epithelium were ulcerated to a large extent. There was also 
granulation and a tendency to bleed very easily. 

Diagnosis : pavement epithelioma. 

I applied 60 milligrammes of radium for 24 hours. ‘The discharge dried 
up and the pains diminished almost to vanishing point. Three months 
later there was no trace of ulceration or granulation. The vaginal epithe- 
lium appeared healthy. 

I was able to examine this patient every two months and to verify the 
fact that these conditions remained unchanged, 

This case is particularly worthy of note by reason of the two recur- 
rences : No. 1 (kept under by excision) two years after the operation (total 
hysterectomy), and No. 2 after a lapse of 22 years. 


Case VI. The patient (act. 67, six children —very emaciated) had suffered 
from womb trouble all her life. For a year or more she had had losses of 
blood, at times abundant, and evil smelling sanious discharges. Her 
appetite was non-existent, and in spite of sedatives she suffered night and 
day. 

The cervix had completely disappeared, and the crater had, to a large 
extent, invaded the vaginal surface. 

I administered a dose of radium: 75 milligrammes for two days. The 
haemorrhage ceased for a full month—not so the sanious discharge and the 
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pain. From the second month the loss of blood commenced again, the 
patient grew more emaciated, obtained less and less sleep, and succumbed 
to the cancer 34 months after the first treatment. 

This was a hopeless case, and one in which radium failed utterly either 
to give relief or to arrest the progress of the disease. 


I do not wish to weary the reader by detailing an endless 
number of cases, all of which, moreover, closely resemble each 
other. 

| have given applications of radium in 14 cases. Eight were 
inoperable cases of cancer in the cervix, and six were cases of 
recurrent cancer. The results obtained and carefully noted were 
as follows :—In one case I gained no advantage of any sort. 

In 13 cases hemorrhages ceased and pain was considerably 
diminished, causing a marked improvement in the general health 
(and also morale) of the patient, and giving a prolongation of life 
varying from six months to two years: all this in conditions which 
| have not seen approached or rivalled after surgical intervention. 

Radium, when placed in the immediate neighbourhood of the 
uterine mucous membrane, in the vaginal orifice, in the cervix or 
in the mass, exercises a powerful caustic effect on the tissues, and 
destroys them more or less deeply. The chief characteristics of the 
resulting scab are an enduring persistence and the power of adher- 
ing tenaciously to the underlying parts independently of their 
condition, whether malignant or not. 

After 25 to 3 months the surface of the cancerous ulcer covers 
itself with a necrotic surface of a certain depth. There is this 
peculiarity particularly to be noted in the study of radium: the 
white blood cells, on which depends the evacuation of dead matter, 
arrive but tardily on the scene. 

What causes this tardy appearance of the white cells? Is it the 
(accidental) deposit by the radium of electric sparks beyond the 
cancerous area, or is there the setting up of a condition chemically 
opposed to the afflux of the phagocytes ? 

We have satisfied ourselves that very powerful caustic effects 
are produced, and without any elective process, both upon malig- 
nant and healthy tissues alike. Most disquieting of all is the action 
of radium upon the vascular and peri-vascular tissues. 

We have noted that the arterial and venous vessels underneath 
the scab are destroyed by a process described by Letulle! as 
“fibrinous necrosis.’ This is characterized by the transformation 
into an anhydrous mass, the reactions of which recall fibrin, of the 
entire vascular partition (wall ?). 

When only small vessels are involved the importance of this 


1, Semaine medicale, Paris, 1921. 
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question is less to be considered. In the case of the larger vessels 
the possibility of serious accidents must be reckoned with. 

We can conclude by stating that the principal biological effect 
of radium is purely local and consists of a powerful emanation, 
lacking any special affinity with the neoplasic cell, and possessed 
of a pan-cellular caustic action which operates equally upon 
vascular and other tissues. There is a possibility of radium 
inducing a return of certain malignant tumours, given certain 
conditions. Thus by provoking cytolisis in certain parts of them 
and by setting up obstacles opposed to the progress of cellular 
evolution, 

It is important to keep the conjunctive tissues under observa- 
tion, since it is they which regulate epithelial activity. 

Cancer is a cellular disequilibrium which, once launched, con- 
tinues mightily to increase and thrive. The conjunctive tissues, by 
means of compensating cellular reactions, tend to maintain stability. 
They oppose, to the exaggerated production of epithelial cells, an 
equally exaggerated supply of conjunctive cells. 

The mildest kind of cancer is that in which the cancerous pro- 
liferations are protected by the conjunctive tissues. 

The importance of these tissues is brought home to us when we 
consider the diffuse infiltration of the cancerous cells. We there- 
fore deduce the absolute necessity of protecting this tissue (from 
the rays) firstly by careful filtration, and secondly, by absorption 
of the rays. 

I can almost certainly attribute my results in all these many 
cases to special care in small technical details. 

The doses | administered were always relatively small, and | 
left them in position for a few hours only. Every application was 
preceded (for several days) by antiseptic vaginal douches, given by 
a trained nurse, and an application of iodine, All needles and 
tubes were thoroughly sterilized, also the filters, and also any 
dressings which were left in the vagina. 

Radium, by producing a scab which, according to the amount 
of salts used is more or less deep, brings about a cessation of 
hemorrhages. This is caused by its action on the arteries. The 
scab is replaced by fibrous tissue, and it is this which places a 
definite limit upon the losses of blood. 








Endometrioma and Endometriomyoma of the Ovary’. 


By W. Brair BELL, B.S., M.D. (Lond.). 

Professor of Gynecology and Obstetrics in the University, Gyne- 
cological and Obstetrical Surgeon to the Royal Infirmary, and 
Surgeon to the Maternity Hospital, Liverpool; Hon. Fellow 
of the American Gynecological Sociely and of the American 
Medical Association. 


(From the Department of Gynaecology and Obstetrics, The 
University, Liverpool.) 
(Received April 12th, 1922.) 
Many examples of so-called ‘ adenomyomata’ and ‘ adenofibro- 
myomata’ of the rectovaginal septum, uterosacral, round and 
ovarian ligaments, and, indeed, a few of the Falloppian tubes, the 
sigmoid colon, the umbilicus and the rectus muscle have been 
recorded. [ have myself seen numerous instances in the commoner 
situations. These extra-uterine growths have been described as 
‘adenomyomata’ and ‘ adenofibromyomata’ no less wrongly 
than in the case of the similar neoplasms which occur very often 
in the uterus. For many years | have referred to such tumours 
as ‘endometriomata’ or as ‘ endometriomyomata’ and ‘ endo- 
metriofibromyomata.’ | hope that gynzecologists will adopt this 
in the place of the older nomenclature which is inaccurate in that 
functional endometrium, not merely glandular tissue, is always 
found in these tumours during the reproductive period. | have no 
doubt that after the menopause the endometrial elements undergo 
atrophy in the usual way. 

In the present communication | wish to call the attention of my 
British colleagues to a point of great pathological and clinical 
interest, namely, that the so-called perforating ‘ chocolate’ cysts 
of the ovary, whether occurring in association with endometrio- 
myomata of the uterus or independently, usually contain menstrual 
fluid discharged by endometrium in the ovary. 

In the United States this has been recognized recently by 
Sampson‘. Previously Russell*, Casler!, Cullen? and others had 
observed the presence of endometrium in an ovary without attach- 
ing to it the special clinical significance to which | have referred. 

Endometrium in the ovary may be situated on the surface, but 
more often it occurs in the wall of a cyst or cavity. Sometimes 
there is no myomatous or fibromyomatous tissue in connexion with 


1. Read at the British Congress of Gynecology in Liverpool, July 1, 1922. 
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the endometrium which merges insensibly into the ovarian stroma. 
ilence in such circumstances the term ‘ endometrioma ’ is strictly 
correct. In other cases islets of endometrium may be enclosed in 
myomatous or fibromyomatous tissue. 

The life history of endometrium in the ovary is controlled by 
those secretions which preserve and regulate the activity of the 
uterine endometrium. If it exist in the ovary before puberty, this 
tissue is inactive, for only during the reproductive period are 
‘chocolate cysts,” which contain the menstrual secretion of these 
aberrant patches of endometrium, formed, although they may be 
encountered after the menopause, when the endometrium would 
have ceased to perform its function, yet the menstrual fluid, already 
secreted, remains, 

These cysts, as is well known, are usually densely adherent to 
the surrounding structures, primarily it would appear at the point 
of perforation, 

In a consideration of the pathological significance of endo- 
metrium of the ovary we are once more confronted with the problem 
of the origin of the endometriomata in general. Endometrio- 
myomata in the uterus are easy to explain developmentally, as are 
those which are found in the rectovaginal space and in the utero- 
sacral, round and ovarian ligaments, owing to the fact that the 
essential uterine tissue—the endometrium—is enclosed in muscle- 
bundles derived from the muscle-sheet that forms the external coat 
of the uterus. Moreover, it is not difficult to understand the presence 
of such growths in the sigmoid and ovary when these structures are 
invaded by endometriomyomata of the uterus with which they are 
in contact, or in the rectus muscle when the uterus has been fixed 
to the abdominal wall. It is, however, not so easy to understand 
how independent endometriomata of the umbilicus and ovaries 
arise, or, rather, to visualize the developmental irregularity that 
leads to the aberration of this tissue so far afield, without there 
being any trace of the path by which it has reached its destination. 

Sampson inclines to the view that tissue of an endometrial type 
arises in the ovary as a result of metaplasia of inclusions of capsular 
epithelium, or of luteum epithelium. Moreover, he believes that 
the so-called ‘adenomyomata’ of the uterus may be secondary 
to similar growths in the ovary, which on perforation of a cyst 
become adherent to the uterus at the site of rupture. It has been 
suggested, also, that the ‘cellular spill’ from such a cyst might 
become implanted in the pouch of Douglas. I myself cannot but 
adhere to the view, which I have always held, that the appearance 
of a functional structure, such as endometrium, in abnormal situa- 
tions, can only result from congenital aberration when not due to 
direct contact; and this is easily possible in the case of ovarian 











Fic, 1 


Specimens removed at operation: right and left cystic ovaries and the body of 
the uterus (bisected). It ‘will be observed that there is no endometriomatous 
development in the uterus, x 9. 





Fic, 2. 


Section of the wall of cyst of the right ovary, showing at the top right-hand 
corner a — of endometrium projecting into the cavity of a cyst the wall of 


which is lined with cubical epithelium. < 82. : 











Kia. 3, 


Section of the patch of endometrium shown in figure 2 under higher magnification, 
The typical appearance of the glands on the twentieth day of the menstrual cycle is 
seen, « 45. 








Fic. 4. 


Section from the right ovary, showing endometrial tissue in direct contact with 
the ovarian stroma. x 100. 
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inclusions of endometrium by way of the ovarian ligament, or even 
by intermixture of Miillerian and ovarian elements, in the inter- 
mediate cell mass, at an early stage of development. 


In the following case it was possible to demonstrate the presence 
of endometrium in both ovaries associated with a normal uterus 
and normal tubes :— 


Mrs. I. M., «et. 41, was referred to me by Dr. Andrew of Poulton-le-Fylde 
on January goth, 1922. She complained of severe dysmenorrhcea, dys- 
pareunia and other more vague symptoms. For many years previously 
she had received local palliative treatment at the hands of a gynecologist 
who had made a diagnosis of pelvic infection. One child had been born 
13 years previously to my seeing her. 

I, also, made a diagnosis of pelvic infection and advised an operation. 
This was performed on February tst, 1922, the 20th day after the cessation 
of menstruation. Both ovaries were found to be adherent and to contain 
cysts or cavities in which were collections of thick, dark blood. Supra- 
vaginal hysterectomy with removal of both tubes, ovaries and the appendix 
was performed. An apparently healthy portion of the left ovary was 
preserved and used for an ovarian graft in the right rectus muscle. The 
body of the uterus and the appendages are shown in figure 1. 

The patient made an uninterrupted recovery. 

I heard on March 1st that the patient was much upset with menopausal 
symptoms--headaches and hot flushes. I advised her doctor to prescribe 
for her ovarian and thyroid extracts. On June 16th last I saw and 
exainined the patient: she was then just finishing a normal menstrual 
period lasting seven days.! This is very interesting, for she is menstruating 
from the cervical canal which is 1inch in length. The cervix is freely 
mobile and there is nothing whatever to be felt abnormal in the pelvis. 
Owing to the fact that there is an ovarian graft the patient is menstruating 
even in the difficult circumstances mentioned. The flushes have disappear- 
ed and the patient is in excellent health. 


In the sections made from either ovary endometrium was found.? 
A patch of this structure from the right ovary is illustrated in 


1. Since this paper was sent to press I have heard that the patient has had two 
more normal menses, 

2. The pathological report of the specimen, received in the laboratory on February 
Ist, was written on February 21st, 1922. This case is therefore the first of its kind 
observed in this country. It was freely mentioned to gynecologists at the time. 
This paper was received by the Editor of this Journar on April 12, 1922, but was 
reserved for publication until after the Liverpool Congress at which it was read. 
Previously the paper had been put on the programme of the North of England 
Obstetrical and Gynecological Society for communication on April 21st, but this 
meeting was postponed. At the adjourned meeting of this Society on May 5th 1 
was unable to be present, so the paper was not read. Professor Donald at 
this meeting read a communication in which he stated that he had had an idea 
that ‘the chocolate cysts, which are often associated with so-called adenomyomata 
of the uterus, might be found to be due to the same condition in the ovaries, but that 
he had not proved this in any of his cases. Professor Donald also stated that 
evidence was forthcoming from certain publications in support of this belief 
(Brit. Med. Journ., 1922, i, 839); and my case, which was known to many, was, so 
I.am informed, mentioned in the discussion. At a later date Dr Fletcher Shaw had 
a case in which the ovaries presented the features under discussion. The credit for 
the discovery of this interesting pathological condition and its clinical importance is, 
however, entirely due to American investigators, and in particular to Sampson. 
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figures 2,3 and 4. In figure 2 the whole endometrial area with the 
surrounding ovarian tissue is depicted. Figures 3 and 4 represent 
higher magnifications of the endometrial tissue, the appearance of 
which is identical with that of the uterine mucosa, and in both the 
endometrium resembles the normal in the early premenstrual phase. 
It will also be observed that epithelium similar to that covering the 
endometrial tissue lines the wall of the cyst into which the endo- 
metrioma projects. In the specimen from this ovary there is but little 
muscle tissue surrounding the endometrium and probably not more 
than might be present asthe result of hyperplasiain the involuntary 
muscle of the ovarian stroma under stimulation such as that to 
which the uterine muscle is subjected at puberty. 

In sections from the left ovary the endometrial tissue is more 
definitely related to bundles of muscle fibres (figs. 5 and 6); hence 
the proper term to describe the formation in this case is ‘ endome- 
triomyoma’. ~ This relation of upstriped ovarian muscle fibres to 
the endometrial tissue is clearly to be noted in the illustrations of 
Sampson‘, 

From what I have already said concerning the origin of these 
formations it is possible that the two conditions are closely related 
and are different degrees of Millerian aberration ; nevertheless, it is 
probable that all unstriped muscle fibres in relation to endometrial 
tissue in the ovary are merely those which are normal to the ovary 
but which have undergone hyperplasia. 

Sections were made of the ovarian ligaments on either side at 
the junction of the ligament with the uterus. No trace of endo- 
metrial tissue was found. Consequently the lesions present were 
independent endometrioma and endometriomyoma respectively of 
the ovaries. 

Such cases are not uncommon, and it is probable that before 
long many will be recorded. 

I, like other gynecologists, have had some of these so-called 
‘chocolate cysts’ examined histologically, but hitherto no endo- 
metrium has been reported. In the case just recorded I took the 
specimen to my laboratory and told my assistants that endometrium 
would be found, as, indeed, it was in the first sections cut from 
either ovary. 

The observations of Sampson that endometrium in the ovary is 
the cause of the so-called ‘ chocolate cysts’ has, therefore, proved 
to be a very interesting pathological contribution to the solution 
of a clinical difficulty. 
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Section from the left ovary, showing involuntary muscle fibres surrounding 
endometrial tissue. x 64. 





Fic, 6. 


Section from the left ovary, showing involuntary muscle fibres in relation to 
endometrial tissue. x 150. 








Adenomyoma of the Rectovaginal Space and its Associa- 
tion with Ovarian Tumours containing Tarry Material. 


By ARCHIBALD DonaLp, M.D., C.M. (Edin.), F.R.C.P. (Lond.). 


Professor of Clinical Gynecology, Manchester University; 
Hon. Surgeon, St. Mary’s Hospitals, Manchester; Consulting 
Gynecological Surgeon, Manchester Royal Infirmary. 


Ar the meeting of the North of England Obstetrical and Gyneeco- 
logical Society held in Manchester on May 5th, | read a paper with 
this title on the basis of five cases in which | had operated during 
the first twelve weeks of this year. I had intended to publish this 
in the ordinary way in the transactions of the Society, but in the 
four months which have elapsed | have operated on five additional 
cases, and it seems to me better to amplify the scope of the first 
paper in view of the increased material; at the same time noting 
that the main conclusions were contained in the communication of 
May 5th. 

The material now dealt with consists of 10 cases, and for the 
sake of clearness it seems best to deal with them in a short sum- 
mary. 

Seven of the cases were operated on in St. Mary’s Hospital ; 
two were operated on at Huddersfield, one with Dr. Pye-Smith and 
one with Dr. Irving of that town; the remaining case was sent to 
me by Dr. Robinson of Warrington and was operated on in a 
nursing home in Manchester. 

Age. The youngest patient was 26 and the oldest 47; seven of 
the patients were between 41 and 47. 

Civil Conditions. Nine were married; one single. Of the 
married five had borne children; three had borne children and had 
one or more miscarriages; two had one or more miscarriage and 
no children, and two were sterile. 

Symptoms. The one symptom which was present in every case 
was dysmenorrhoea. Every patient complained of it. In six cases 
the pain was most acute on the first, or the first and second, days 
of menstruation ; in one case during the second and third days; in 
one case for three or four days before the period began; in two 
cases there was no note as to when the pain began. Menorrhagia 
and metrorrhagia were noted in four cases; leucorrhoea in six cases 
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and dyspareunia in three cases; but it is possible that no direct 
enquiries were made as to the last symptom. 

Diagnosis was made with more or less certainty in most of the 
cases and chiefly from the physical examination. In six there was 
a definite, hard, tender mass to be felt through the posterior fornix, 
in one case the size of a filbert, in the others more extensive. In 
four of the cases there was some doubt as between adenomyoma 
and chronic metritis with pelvic inflammation. The history of 
acute dysmenorrhoea helped one and also the extreme tenderness 
on examination, Dr. Fletcher Shaw pointed out during the discus- 
sion at the meeting on May 5th, that the onset of acute dysmenor- 
rhoea in middle-aged women was a valuable indication, and that is 
corroborated by my cases, At the same meeting Dr. Phillips 
(Sheffield) mentioned dyspareunia as important, with which view I 
am entirely in accord. In the small nodular variety it is sometimes 
the only early symptom. | believe one would find it in most of the 
cases if one put a direct question. 

Operations were as follows :—In seven cases panhysterectomy 
with dissection of the growth from the pouch of Douglas or rectal 
wall; in one case subtotal hysterectomy after separation of the 
rectum; in one case removal of tubes and ovaries and dissection of 
nodules from uterus and rectum, and in one removal of nodule 
from rectum after separation of adhesions. There was one death 
in the ten cases following a very thorough operation in a very 
advanced case. 


The association of adenomyoma with cystic ovarian tumours 
containing larry or chocolate contents. 

In seven out of the ten cases these peculiar cysts were found. 
I had been much puzzled for some two or three years by these cysts. 
very surgeon knows how one may have a run of a certain kind of 
case, even when the disease is comparatively rare, and on several 
occasions | had to operate on as many as three or four of these 
cases in the course of three or four weeks. As the operations were 
nearly always accompanied by considerable difficulty my interest 
was naturally aroused as to the origin and nature of the cysts. | 
could get very little help in the matter as they are not generally 
mentioned in the text-books, or even in some of the larger mono- 
graphs. I felt sure, however, that they were not merely ordinary 
ovarian tumours with what may be termed accidental hamorrhage, 
but that there must be some explanation of their troublesome 
characteristics. They are nearly always bilateral, generally very 
adherent, and frequently have to be dug out of the broad ligament, 
or side and back of the pelvic cavity. They seem to have the 
faculty of burrowing into tissues and of contracting very firm 
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adhesions. The lining wall is often quite thick and rather 
leathery, but it nearly always gives way in the process of enuclea- 
ting the cyst, with the result that a lot of thick, tar-like material is 
spread about in the pelvis. 

About three years ago | formed the definite opinion that these 
tumours were adenomyomata, and expressed this opinion to my 
colleagues and to my assistant, the Resident Surgical Officer. On 
clinical grounds there was much to support this opinion. The 
blood which is found in the cysts has a close resemblance to 
retained menstrual blood. It is exactly like the thick, tenacious 
fluid that we find in cases of hzmatokolpos and hzematometra, 
There is also the same symptom of acute dvsmenorrhcea during the 
first two days of the period that we find in cases of adenomyoma. 
Further their power of burrowing pointed to a development near 
the hilum of the ovary. 

The cases which | now report have greatly strengthened my 
belief that in their origin these tarry cysts have something in 
common with adenomyomata. It seems something more than a 
coincidence that out of ten cases of adenomyomata there should 
also be these tarry ovarian cysts in seven. 

I was anxious to have this belief confirmed by the pathologists, 
but when I read the paper I had not succeeded in finding a slide 
showing a cyst with the typical glandular lining from the specimens 
I had obtained. But it may be necessary in any one specimen to 
make a great many sections before one is successful, and from its 
mode of growth the tumour is often much destroyed in the process 
of removal. Pathologists had been successful in finding adeno- 
myoma in the ovary. 

Lockyer, in his article in the ‘‘ New System of Gynecology ”’ 
(1917) (edited by Eden and Lockyer), quotes cases of adenomyo- 
mata of the ovary reported by Cullen and Semmelink. 

Cullen reports a case (No. 6 in his monograph on adenomyo- 
mata) in which on the surface, and intimately attached to the right 
ovary, there was a miniature uterine cavity. Other sections from 
the same ovary showed a diffuse adenomyoma intimately blended 
with the ovarian tissue, so that no line of demarcation can be 
detected. He remarks: ‘f It must be remembered, however, that 
this ovary was firmly glued to, and continuous with, the diffuse 
adenomyoma occupving the posterior surface of the uterus.” 

He quotes five other cases :— 

(1) Wood Russell’s case in which the ovary, although 
showing little increase in size, contained large islands of uterine 
mucosa. 

(2) Charles Norris’ case in which a relatively small ovary 
contained a large island of normal uterine mucosa. 


F 
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(3) Casler’s case in which the same condition was found in 
an ovary more than three years after a hysterectomy. 

(4) A case in which there was a myomatous uterus with 
adherent appendages on the right side, and on the left a small 
ovarian cyst containing uterine mucosa in its walls, 

(5) Otto Schwartz’s case in which the ovary was about the 
size of a hen’s egg. On section it showed several cavities which 
were filled with blood partly clotted. There were two cavities lined 
with tissue similar to the endometrium. 

Cullen has reported nine cases of his own, but in two of these 
cases there was no pelvic operation; leaving seven cases in which 
the pelvis was explored. In these seven cases ovarian cysts were 
found in four. In case 2 he notes corpus luteum cysts of left ovary. 
In case 6 he notes uterine mucosa on the surface of right ovary. 
In case 7 there were two ovarian cysts, the one under the left broad 
ligament, the other in the floor of the cul-de-sac; both contained 
dark, chocolate-coloured fluid—‘‘ In other words, there was a corpus 
luteum cyst of the left ovary on each side.’’ In case 10 there was 
a corpus luteum cyst of the left ovary somewhat adherent. There 
is no mention of any very careful microscopical examination of the 
ovaries in any of these cases except No. 6, and one wonders whether 
they were really corpus luteum cysts. In case 7 the cysts were 
noted to have contained dark, chocolate-coloured fluid. Up to 
this point no attention had been called to the tarry ovarian cyst 
and its origin. 

Just recently a paper has appeared in the American Journal 
of Obstetrics and Gynecology by Sampson on “ Perforating 
Hemorrhagic Cysts of the Ovary.’’ An abstract, from which the 
following account is taken, appeared in the ‘“‘ British Medical 
Journal’ of the 4th February, 1922. Sampson records twenty- 
three cases and thinks that this type of cyst is relatively common. 
The cysts are frequently bilateral, usually adherent, and in 
removing them the contents escape by reason of the re-opening of 
a previous perforation which had become sealed by adhesions. 
From microscopical study of tissues involved by adhesions outside 
the ovary, he states that the adenomayoma developing from 
perforation of this variety of ovarian cyst may have intense power 
of invasion, involving the uterus, utero-sacral ligament, the round 
ligament, the recto-vaginal septum, etc. He attributes the develop- 
ment of these tumours to a process similar to the implantation of 
ovarian papilloma or cancer on the peritoneal surface of the pelvis. 

Sampson summarises the chief evidence that perforating 
hemorrhagic cysts of the ovary are hzmatomata of endometrial 
tvpe as follows : Their activity is limited to the patient’s menstrual 
life. The epithelial lining resembles that of uterine hamatomata 
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due to retention of blood in a uterus which is the site of adeno- 
myoma; it undergoes periodic changes resembling those shown by 
menstruating endometrium. Finally, material escaping from the 
cysts may give rise to the development of adenomyoma of endo- 
metrial type. 

A few days after this paper was read Dr. Fletcher Shaw operated 
on a case of bilateral tarry ovarian cysts with recto-vaginal adeno- 
myomata. Sections were made of the ovarian cysts and typical 
adenomyomatous structure was found. Since then all these cases 
are being carefully investigated, and I have no doubt that we shall 
find evidences of adenoma or adenomyoma in some of them. 

The question as to the origin of these cysts or adenomyomata 
generally cannot be held to be definitely settled and there is room 
for further research. But it is interesting, that on purely clinical 
grounds, I should have formed three vears ago an opinion as to 
their nature which has since been established by the pathologists. 

It is also of interest to note the frequency with which the two 
conditions of tarry ovarian cysts and adenomyoma in other parts 
of the pelvis are found associated. In the ten cases which I now 
report the association was found in seven; Dr. Shaw has found it 
recently in six cases out of seven. That is to say in the seventeen 
combined cases the association was found in 13—or in more than 
75 per cent. 

From a practical point of view this seems to be important in 
two ways: 

(1) If one finds in any case distinct indications of recto-vaginal 
adenomyoma, it will be well to bear in mind the fact that there is a 
probability of both ovaries being affected, and that, therefore, the 
patient ought to be informed before operation that both ovaries may 
have to be removed. 

(2) In any operation with which the ovaries are found to contain 
tar-like contents, a very careful investigation for adenomyomatous 
growths in other parts of the pelvis ought to be undertaken at the 
time of operation. 





Finally, I think one is justified, from our recent experiences at 
St. Mary’s Hospital, in stating that adenomyomatous growths are 
much more common in gynzcological practice than has been 
generally supposed. 








Adenomyoma of the Rectogenital Space associated with 
Tarry Cysts arising in Islands of Adenomyomatous 
Tissue in the Ovary.’ 
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Lecturer in Obstetrics and Gynecology, the University of Man- 

chester; Hon. Assistant Gynecological Surgeon, Manchester 

Royal Infirmary; Hon. Assistant Surgeon for Women, St. 
Mary’s Hospitals, Manchester; 
and 

W.R. Annis, M.C., M.B., Ch.B. (Edin.), 
Hon. Assistant Surgeon for Women, Salford Royal Hospital; 
Pathologist, St. Mary’s Hospitals, Manchester. 


At the May meeting of the North of England Gynecological 
Society, Dr. Donald! read a paper on five cases of adenomyoma of 
the uterus, associated, in three instances, with tarry cysts of the 
ovary, in which he had operated within a period of three months, 
For a long time he had been struck with the frequent association 
of these two conditions, and concluded, on clinical grounds, that 
the tarry cysts probably originated in adenomyomatous tissue in 
the ovary, the dark contents being retained menstrual blood. 
Although a large number of these cysts had, from time to time, 
been examined microscopically at St. Mary’s Hospital, no con- 
firmation of this hypothesis could be obtained. 

Lately, however, proof of the truth of his conclusions has come 
to hand in papers by Cullen? and Sampson,’ both of whom describe 
similar cysts as originating in islands of endometrial tissue in the 
ovaries. 

To us, who have long known Dr. Donald’s opinion on this 
subject, based as it was entirely on clinical observation, it is of 
particular interest that one of the first two cases in this country to 
confirm his hypothesis should come from his own school. 

During the three months in which Dr, Donald’s cases occurred, 
one of us operated on three cases of adenomyoma of the recto- 
genital space, two of which were associated with tarry ovarian cysts, 
and a few days after the reading of the paper operated on a fourth 
case which we now describe. 

Mrs. G. M. (38 vears of age, married, no children) was sent to 
one of us because of severe dvsmenorrhoea of one year’s duration. 
Examination revealed a firmly fixed irregular tumour, apparently 
arising from the uterus, filling the pelvis and extending up into 
the abdominal cavity to four fingers’ breadth above the pubes. 


1. Read at the British Congress of Gynecology in Liverpool, July 1, 1922. 
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For six weeks prior to examination the right leg had been 
swollen, and there had been slight pyrexia at the last two periods. 
A diagnosis of fibromyomata of the uterus with inflamed and 
adherent appendages and parametritis was made. The patient was 
operated upon on May 6th, 1922. 

When the abdomen was opened the tumour was found to consist 
of a mass of fibroids in the uterine wall, the right ovary, which was 
placed above the pelvic brim, was adherent to the bowel on its under 
surface, and the left ovary was buried in adhesions obliterating 
the pouch of Douglas. 

As Cullen remarks, adenomyoma of the recto-vaginal septum 
frequently presents greater difficulty in removal than does a 
carcinoma of the cervix. In this instance the difficulties were 
considerably increased by the adherent condition of the ovaries, 
and removal was only accomplished after a long and arduous 
dissection, during which the rectum was found to be firmly attached 
to the back of the cervix by a dense bridge of tissue. A low supra- 
vaginal hysterectomy with removal of both appendages was _ per- 
formed, In spite of the severity of the operation the patient made 
an uninterrupted recovery. 

On examination the uterus was found to contain a large number 
of fibroids, varying in size, and forming an irregular, globular mass 
the size of a swede turnip. The lower half of the globe was covered 
by firm adhesions and there was a nodular thickening at the back 
of the uterus about the level of the internal os, which on microscopic 
examination proved to be typical adenomyoma invading the uterus. 
(Fig. 1.) 

The left ovary, which was the size of a tangerine orange, showed 
well organized adhesions over the whole surface. On section the 
ovarian substance was found to be almost entirely replaced by a 
series of thick-walled cysts, containing dark chocolate-coloured 
fluid of a tarry consistence. The left tube was separated from the 
ovary and, on microscopic examination, appeared healthy, 

The right ovary, which was slightly smaller, and adherent only 
on its under surface, was seen, on section, to consist of two main 
cysts with contents similar to those in the left ovary, and a solid 
portion containing several small cysts of a like nature. The tube 
on this side was also free from adhesions and contained no adeno- 
myomatous tissue. 

Two blocks for section were taken from the right ovary. Each 
included, along with the solid portion, the lining of one of the large 
cysts, and was at least one inch from the ovarian ligament and 
about half an inch from the hilum. 

The first of these (Fig. 2) showed gland spaces lined with a 
single layer of cubical epithelium, supported by an embryonic 
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stroma, indistinguishable microscopically from that of the endome- 
trium, and lying on a layer of unstriped muscle. 

The second (Fig. 3) showed a mass of endometrial stroma 
supporting the epithelial lining of the large cyst. On tracing this 
membrane round the cyst wall we found the stroma gradually to 
thin out and ultimately to disappear, leaving an unsupported 
epithelium which in turn became flattened out until it had lost all 
its distinctive characteristics as is seen in Fig. 4. 

It is probable that the endometrium in this section had been 
gradually thinned out by pressure from the monthly addition of 
menstrual blood. to the cyst cavity, and that if the condition had 
been allowed to proceed a little longer, the remnant of endometrium 
here shown would have entirely disappeared, leaving only a flat- 
tened endothelium-like lining. 

This, we think, explains the frequent failure in the past to 
demonstrate Dr. Donald’s conclusions as to the origin of these 
cysts. 

Sections from the left ovary, which was in a much more advanced 
stage of the condition, support this contention, in that a very 
extensive search had to be made before any adenomyomatous 
elements could be found. Sections were taken from all parts of 
this ovary, but in only one area, namely, that near the insertion 
of the ovarian ligament, were endometrial elements found (Fig. 5), 
and then only as the lining of one of the smaller cysts. 

Sections at the hilum of the left ovary (Fig. 6) are of interest 
in showing what would appear to be an exceptionally large number 
of Wolffian tubules. 

Cullen mentions nine sites in which adenomyomata are found 
and a tenth, the ovary, in which uterine mucosa had been detected. 
In our specimen, however, in addition to glands and stroma, there 
are definite layers of unstriped muscle, and thus it is brought into 
line with those tumours, found in other situations, described as 
adenomyomata. 

In all previous situations in which adenomyomata have been 
found, unstriped muscle was a normal constituent. In the ovary, 
however, with the exception of the point of insertion of the ovarian 
ligament, and possibly at the hilum, there is a complete absence of 
such tissue. Thus it is clear that in this specimen the muscular 
elements are, equally with the endometrial, a new formation. So 
far as we can discover this condition has not yet been described as 
occurring in the ovary. 

Sampson, to whom must be given the honour of first describing 
the true origin of these cysts, reports 23 specimens with tarry cysts 
in the ovaries. He considers the dark contents to be retained 
mentrual blood produced in the endometrial glands in the ovaries, 
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and the dense adhesions by which these ovaries are as a rule bound 
down, to be due to the irritation of this material which has burst 
through the cyst wall. This would account for the onset of 
dysmenorrheoea in our patient at the age of 37, though there is no 
account of previous pregnancy or inflammation. 

We do not wish to discuss here the vexed question of the origin 
of these tumours, on which subject we feel much work remains to 
be done. The presence of muscle in this situation, however, clearly 
makes some of the hypotheses, so far advanced, untenable. 

Adenomyoma is possibly not the best name for these tumours, 
but it has long been used since they were first described, and when 
we are dealing with a tumour consisting of endometrium and 
unstriped muscle we think it better to retain it, as it describes the 
constitution of the tumour sufficiently accurately, and so long as 
the ztiology is uncertain we do not see any advantage in further 
confusing the issue by adding to the terminology. 

Like Sampson we believe these tumours will prove to be of 
common occurrence ; the reason for their having been so long over- 
looked is, we think, explained by the hypothesis that the gradually 
increasing pressure in the cysts destroys the stroma and flattens 
out the epithelium, thus making microscopic diagnosis difficult and 
in advanced cases impossible. 

Since preparing this paper we have operated upon two other 
patients with adenomyoma of the uterus associated with tarry cysts 
of the ovaries. In one of these no endometrial tissue could be 
demonstrated in the ovaries, probably because the pressure in the 
cysts had flattened it out; in the other case definite areas of 
endometrial tissue were seen in one of the ovaries (Fig. 7). 
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Fig. 1. Section from back of uterus at level of internal os, showing 
typical adenomyoma invading uterine wall. 

Fig. 2. Section from right ovary showing endometrial tissue supported 
by layer of unstriped muscle. 

Fig. 3. Section of lining of large cyst in right ovary. An epithelial 
layer with supporting endometrial stroma. 

Fig. 4. Section of lining of same cyst, showing disappearance of stroma 
and flattening of epithelial layer. 

Fig. 5. Section of left ovary showing at a and b appearances similar to 
those seen in the right ovary of Fig. 3. 

Fig. 6. Section from hilum of left ovary. 


Fig. 7. Section from a second case showing adenomatous tissue in the 
ovary. 
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BRITISH CONGRESS OF OBSTETRICS AND 
GYNA‘COLOGY. 


THE third Congress was held at the Medical Institution, Liverpool, 
on June 30 and July 1, 1922, under the Presidency of Mr. Haro_p 
CiuirrorD. The chair was taken by Professor Henry BRIGGs, 
President of the Section of Obstetrics and Gynecology, Royal 
Society of Medicine. 


THE PROGNOSIS AND TREATMENT OF [CLAMPSIA, 


Dr. T. W. Epen, Chairman of the Sub-committee of the Section 
of Obstetrics and Gynecology of the Royal Society of Medicine, 
then read its report on [clampsia, as follows : 


The Committee was appointed in October 1921, and consisted of 
the following members: Mr. A. W. Bourne, Dr. T. W. Even, Mr. 
EARDLEY HOLLAND, Professor LouIsE McILroy, and Dr. HERBERT 
WILLIAMSON. 

In order to assist them in the investigation the Committee 
subsequently co-opted the following: Mr. Gorpon Ley (since 
deceased), Dr. A. J. McNair, and Dr. EVERARD WILLIAMS. 

The Committee desire to record their indebtedness to the three 
co-opted members for their very valuable assistance. The late Mr. 
Gordon Ley, with characteristic energy, undertook a large share 
of the very arduous work of analyzing the returns of the 547 cases 
which were recorded, and the Committee would wish to make a 
special acknowledgment of their indebtedness to him, and of their 
deep regret that he did not live to see the completion of the work 
in which he had taken such a deep interest. 

As the basis for a discussion upon the treatment of eclampsia 
it is necessary to obtain as accurate information as possible regard- 
ing the methods which have been adopted in recent years, the 
severity of the cases to which these methods have been applied and 
the results which have followed. | 

The Committee have therefore undertaken an examination of 
the whole of the cases admitted during a period of ten years to the 
following hospitals: St. Bartholomew’s, Charing Cross, St. 
George’s, Guy’s, King’s College, The London, St. Mary’s, 
Middlesex, St. Thomas’s, University College, Westminster, Royal 
Free, Queen Charlotte’s Lying-in, City of London Maternity, 
General Lying-in. 
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We have included in our analysis those cases only in which 
convulsions occurred, and have endeavoured as far as possible to 
exclude cases of chronic renal disease complicated by uraemic fits 
in pregnant and parturient women. 

The period selected, from 1911 to 1g21, is an unfortunate one in 
some respects for it embraces the Great War during which, in many 
instances, the case-records were of necessity incomplete, and 
chemical and other investigations limited to those which were 
strictly essential. 

A study of the material investigated shows that during the 
selected period 547 cases of eclampsia were admitted to these 
hospitals, and of these 427 patients recovered and 120 patients died. 
The maternal mortality is therefore 22.1 per cent. 

Although our primary aim has been to ascertain the results of 
treatment, the analysis of the figures we have obtained has thrown 
light upon some points in the natural history of the disease, and 
we have therefore included in our report such information on these 
points as appeared to be worth placing on record. 


ZETIOLOGICAL FACTORS. 


Yearly Incidence.—From time to time the opinion has been 
advanced that the incidence of eclampsia is subject to wide yearly 
and seasonal variations. To test the truth of these opinions we 
have examined a series of 400 cases. On analyzing these cases we 
find :— 


In 1911 es se 20 cases were admitted to hospital 
5, 1012 26 is re ‘i 
»” 1913 22 ” » ” 
»” IQI4 53 ” ” ” 
» IQIS5 ree Por 43 ” ” ” 
#7 1910 a ao 34 Fs i ne 
” 1917 oa tee 45 ” ” ” 
» 1918 sg, a 40 ” ” ” 
», I919 vee os 56 ” ” ” 
3. 1920 : x“, 61 ‘i - i 
400 


The table shows that the largest number of admissions occurred 
in the years 1920, 1919, and 1914: the smallest number of admis- 
sions in the pre-war years 1913, 1912 and 1911; and that in the year 
1920 the number of admissions was more than three times the 
number for 1gtt. 

The figures do not support the view that eclampsia is an 
epidemic disease, nor would it be correct to draw the conclusion 
that eclampsia is on the increase. The larger number of admis- 
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sions to hospitals in recent years is more probably due to increased 
lLospital accommodation and a wider recognition of the danger of 
the disease, so that there is an increasing tendency to transfer these 
patients to hospital rather than to treat them in their own homes, 

Seasonal Incidence..-An examination of the same 400 cases 
shows that :— 


In the month of January . _, 28 cases were admitted 
- a February | ” ” 
" re March ... o i AT ” ” 
‘ 99 April sate er 38 ” ” 
PA . May ie fae ” ” 
. 3 June an 40 ” ” 
= 9 July wer ee 37 ” ” 
.. re August ae ia, 30 ” ” 
- - September soi SateOA ” ” 
_ # October Nes 20 ” ” 
ne November ai gO ” ” 
a - December wy ia On ” ” 

400 


These figures suggest that the incidence of eclampsia is not 
liable to seasonal variations: thus, in this particular series the 
highest number of admissions took place in March and the lowest 
number in February: in the first half of the year 204 cases were 
admitted and in the second half 196. 

Influence of Parity-—The necessary information is available in 
488 cases. Of these patients, 341 were primigravide and 147 were 
multipare; giving a percentage of primigravidz, 69.8 per cent. ; 
multipare, 30.2 per cent. 

Proportion of Twin Pregnancies-The necessary information 
is available in 508 cases. Single births occurred in 467 (91 per 
cent.); twin births occurred in 41 (9 per cent.). If the average 
frequency of twins be taken as one in ninety deliveries, these figures 
indicate that twin pregnancy is much more liable to be complicated 
by eclampsia than is single pregnancy. 


GROUPING OF CASES. 

It is agreed that eclampsia is a disease which varies greatly in 
severity in different cases and although it is not possible to establish 
any fixed standard by which the severity of a case can be indicated 
in simple terms, vet it is clear that if we are to compare the effects 
of different forms of treatment some such standard is necessary, 
for if a particular treatment has been adopted in mild cases only, 
and another treatment in severe cases only, it is obvious that the 
results obtained in the two groups are in no way comparable. We 
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have therefore endeavoured to ascertain what signs and symptoms 
are of grave import and to group the cases according to the presence 
or absence of these particular signs and symptoms. 

With this object in view we have studied the effects upon prog- 
nosis of the following phenomena: Coma, the pulse-rate, the 
temperature, the number of fits, the amount of albumen in the urine, 
the degree of oedema, the blood-pressure. 

Coma.—Three hundred and eighty-five cases have been 
analyzed. ‘The analyses were made by different members of the 
Committee and the results are not presented in precisely the same 
form. We have therefore to consider two series. First, a series 
of 262 cases in which three groups are distinguished, viz. : (1) Deep 
coma; (2) coma; (3) no coma, but drowsiness or restlessness. 
Secondly, a series of 123 cases in which two groups only are dis- 
tinguished, viz.: (1) Cases with coma; (2) cases without coma. 


Series 1, 262 Cases. 


Degree of coma Number of cases —_ Recovered Died Mortality 

Deep coma... 7 60 (incidence 22 (36.6 per cent.) 38 63.4 per cent. 
22.9 per cent.) 

Coma ge ... 93 (incidence 74 (79.5 percent.) 19 20.4 per cent. 


35-5 per cent.) 
No coma but drowsi- 109 (incidence 103 (94.5 per cent.) 6 5.4 per cent. 
ness, or restlessness 41.0 per cent.) 


Series II, 123 Cases. 

Group 1.—Coma present: 75 cases, 21 deaths, mortality 28 per 
cent, 

Group I1.—Coma absent: 48 cases, 2 deaths, mortality 4.1 per 
cent. 

Considering the two groups together we find that the mortality 
of cases with coma is 34.2 per cent.,and of cases in which the coma 1s 
described as ‘‘ deep ’’ 63.4 per cent., whereas the mortality of cases 
without coma is 5.09 per cent. 

It appears therefore that coma is a grave symptom, and deep 
coma carries with it a bad prognosis. 

The Pulse-rate——Three hundred and forty-three cases have been 
examined and have been divided into three groups : Group I, where 
the pulse-rate is over 120; Group II, where the pulse-rate is between 
120 and go; Group III, where the pulse-rate is below go. 


Group Number of cases Recovered Died Mortality. 
I... 110 (incidence 32.0 per cent.) ... 66 ... 44 ... 40.0 per cent. 
II... 159 (incidence 46.3 per cent.) ... 144 ... 15 ... 9.4 per cent. 
III ... ‘74 (incidence 21.2 percent.) ... 70 ... 4 ... 5.4 percent. 


A pulse-rate of over 120 is therefore of grave significance. 
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Temperature—The temperature has been examined in 351 cases 
and the cases divided into three groups: Group I, temperature 
above 103° F.; Group II, temperature between 103° and 100° F.; 
Group II], temperature below too’ F. 


Group Number of cases Recovered Died Mortality 
I... 39 (incidence 11.1 percent.) ... 10 ... 29 ... 74.3 percent. 
I] 125 (incidence 35.6 percent.) ... Il... 14... 11.2 per cent. 
III... 187 (incidence 53.2 percent.) ... 176 ... If ... 5.9 per cent. 


A temperature of over 103° F. is therefore of grave prognostic 
import. 

Number of Fits—-The number of fits is recorded in 426 cases. 
A more detailed analysis of these will be made later. It will be 
sufficient to state here that the average number among those who 
recovered was 6.8, and amongst those who died 12.7. A larger 
number of fits than 10 appears to be a grave sign. 

Albuminuria. Vhe amount of albumin in the urine is recorded 
in 383 cases. We have divided the cases into four groups: 
Group I, albumin absent; Group II, a small amount; Group ITI, 
a large amount; Group IV, urine solid on boiling. 


Group Number of cases Recovered Died Mortality 
rs 2 (incidence 0.5 percent.) ... 2 =... oer 
II... 38 (incidence 9.9 percent.) ... 35 ... 3. ... 8.o percent. 
III... 213 (incidence 55.6 per cent.) ... 183 ... 30 ... 14.0 per cent. 
IV ... 130 (incidence 34.2 percent.) ... 97 ... 33 ... 25.3 percent. 


A urine which becomes solid on boiling is therefore a sign of 
grave danger, 

(idema.—The absence of oedema or its degree when present is 
stated in 303 cases. It is difficult to establish a definite standard, 
but the cases fell into three groups : Group I, where a note is made 
that there was no oedema; Group II, where the oedema is described 
as ‘‘slight,’? moderate or local; Group III, where the oedema is 


described as ‘‘great’’ or ‘ universal.”’ 
Group Number of cases Recovered Died Mortality 
I... 51 (incidence 16.8 percent.) ... 36 ... 15 29.4 per cent. 
II... 142 (incidence 46.8 per cent.) ... 120 22 15.4 per cent. 
III... 110 (incidence 36.3 percent.) ... 92 18 16.3 per cent. 


From these figures it appears that the absence of oedema is of 
grave significance, but the presence of widespread oedema is not. 
Blood-pressure.-We find systematic records of blood-pressure 
in a series of 85 cases only. We have divided the cases in this 
series into three groups: Group I, below 11zomm. of mercury; 
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Group II, between 140 and 200 mm. of mercury; Group III, above 
200 mm. of mercury. 


Group Number of cases Recovered Died Mortality 
I ... 19 (incidence 22:3: per cent) ... 15 ... @ ... 2) percent, 
II... 55 (incidence 64.7 percent.) ... 44 ... 11... 20 percent. 
III... 11 (incidence 13.0 percent.) ... 7 ... 4. ... 36 percent. 


It appears, therefore, that a blood-pressure of above 200 is 
attended by a high mortality-rate. 


From our study of these isolated symptoms we conclude that the 
following seven phenomena are signs of danger: Coma, a pulse- 
rate over 120, a temperature above 103° F., a number of fits greater 
than 10, a urine which becomes solid on boiling, the absence of 
oedema, a blood-pressure above 200 mm. 

When a patient exhibited any two of the above phenomena the 
case has been grouped as a ‘‘ severe ’’ one, when these phenomena 
were absent as a “ mild ’’ one. 

Adopting this classification we find :— 


se 


Mild cases... — ... 264 ... 60.1 per cent. 
Severe cases ... Se ... 161... 36.6 per cent 
Moribund pe ’ «> FR wc 3:3 percent 
439 
Insufficient details for classi- 
fication ... bea see ROS 
Total nun SA 


FURTHER STUDY OF THE MATERNAL MORTALITY. 
The maternal mortalitv-rate has been further examined in 
relation to; 
(1) Parity. 
(2) The period of gestation at which the eclamptic convulsions 
supervened, 
(3) The number of fits previous to treatment. 
(4) The incidence of fits before, during or after labour. 
(5) The sudden onset of convulsions without preceding symp- 
toms. 
(6) The persistence of the fits after delivery. 


Parity. The number investigated was 458. 


‘Total Recovered Died 
Primigravidee  ... 332. .... 269 (79.5 percent.) ... 62 (20.5 per cent.) 
Multipare .. 126... 96 (76.4 percent.) ... 30 (23.6 per cent.) 


The mortality is therefore a little higher among multipare than 
among primigravide. 
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The Period of Gestation at which Eclamptic Convulsions super- 
vened.—The number of cases investigated is 413. 


Period Total Recovered Died Mortality 

Before 28th week... . Asi(ameidence ... 34 «., 31 ... 24:4 p-c: 
10.8 per cent.) 

Between 28th and 32nd week ... 60 (incidence .., 48 ... 12 ... 20.0 p.c. 
14.4 per cent.) 

Between 32nd and 36th week . 7oineidence. ... 61 ... 15... 22.7 prc. 
19.1 per cent.) 

Between 36th week and term = .., 229 (incidenre .., 188 |... 41... 17.9 p-c. 


55.4 per cent.) 


The mortality therefore among 184 cases before the 36th week 
is 22.2 per cent. Among 229 cases between the 36th week and 
full term 17.9 per cent. The mean mortality for the whole series 
of 547 cases is 22.1 per cent. 

The Number of Fits previous to Treatment.—The number of 
cases investigated is 136: 109 patients who recovered had 513 fits 
before the commencement of treatment, an average of four fits each ; 
27 patients who died had 200 fits before treatment, an average of 
seven fits each, 

The Incidence of Fits before, during or after Labour. The 
number of cases investigated is 447. 


Time Total Recovered Died Mortality 
Before labour ... 287 (64.2 percent.) ... 228 ... 59 ... 20.5 per cent. 
During labour ... 84 (18.7 percent.) ... 70 ... 14 . 16.6 per cent. 
After delivery .. 76 (17.1 percent.) ... 55 ... 21 ... 27.6 percent. 


The mortality is therefore greatest when the onset of fits is post- 
partum and least when intra-partum. 

The Sudden Onset of Fits without preceding Symptoms.—The 
number of cases investigated is 3860: it is recorded in 69 cases or 
17.9 per cent. that no symptoms had been noticed prior to the fits ; 
59 of these patients recovered and 10 died, mortality 14.5 per cent. 
We attach very little importance to these figures. Few of the cases 
had been under skilled observation and the history depended upon 
the statements of the patient or her friends. In none of them is 
there any record of urinary examinations. 

Persistence of Fits after Delivery.(Cases of post-partum 
eclampsia are not included.) The necessary information was 
available in 413 cases. Of this number the fits continued after 
delivery in 118 (incidence 28.5 per cent.), and ceased in 295. In 
cases classed as “ mild’ the incidence was about one-third lower 
than in those classed as ‘‘ severe.”’ 

Of the 118 cases in which fits continued 26 died, 92 recovered, 
mortality 22.1 per cent,—-this is exactly the same as the mean 
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mortality of the whole series; 84 of the 118 cases were classified as 
either ‘‘ mild’ or ‘‘ severe’’; of these 36 mild cases had no mor- 
tality; the 48 severe cases had a mortality of 31 per cent.; the 
remaining cases were not classified, 

Of the 295 cases in which fits ceased after delivery 64 died, 231 
recovered, mortality 21.6 per cent. 

From this it appears that fits may be expected to cease after 
delivery in about four out of five cases; further, the prognosis in 
those cases in which fits continue is not unfavourable since the 
‘“mild’’ cases all recovered and the ‘‘ severe’’ cases showed a 
mortality very slightly higher than the mean mortality of all 
‘“ severe ’’ cases. 

THE RESULTS OF TREATMENT. 

In considering the results of treatment it must be recollected 
(1) that during a considerable part of the period of the Great War 
the hospitals were working under exceptional difficulties, e.g., the 
honorary staff were over-worked and reduced in numbers, the 
resident staff were unusually inexperienced, and there was a 
shortage of drugs and appliances. (2) That the Report deals with 
the returns from fifteen separate hospitals in London; the methods 
of treatment employed were diverse, and the results very unequal 
in different hospitals. The results therefore represent the average 
over the whole of London, and in this respect they may be expected 
to compare unfavourably with the results obtained over the same 
period at individual hospitals. 

The diversity of methods employed has made analysis of results 
of treatment very difficult; it is convenient to consider treatment 
under the headings of Obstetric Treatment, including the method 
of delivery, and Medical Treatment. 

In considering treatment we have taken only the cases which 
could be definitely classified as mild or severe; a certain small 
number were moribund on admission to hospital, and these we 
have excluded; a considerable number of records were lacking in 
the data necessary for classification, and thev have also been 
excluded. There remain 425 cases, of which 264 were mild, and 
161 severe. We attach importance to the classification of cases, 
because we believe that it will appear from the figures given below 
that regard should be had to the severity of the case in selecting 
methods of treatment. 

The mean mortality of the 425 cases is as follows: Recovered, 
256; died, 69; total, 425; mortality, 16.2 per cent. 

If the cases are divided into mild and severe the figures are as 
follows :— Mild, 264—recovered, 247; died, 17; mortality, 6.4 per 
cent. Severe, 161--recovered, 109; died, 52; mortality, 32.4 per 
cent, 
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(A) Obstetric Treatment. 

The cases fall into the following five groups :- 

(1) Natural Delivery—-t.e., spontaneous delivery without inter- 
ference of any kind. ‘Total 89, of which 11 died; mortality, 12.3 per 
cent. Mild, 50- recovered, 47; died, 3; mortality, 6 per cent. 
Severe, 39-—-recovered, 31 ; died, 8; mortality, 20.5 per cent. 

(11) Induction of Labour, delivery thereafter being spontaneous. 
Total 83, of which 8 died; mortality, 9.6 per cent. Mild, 59 
recovered, 56; died, 3; mortality, 5.1 per cent. Severe, 24— 
recovered, 19; died, 5; mortality, 20.8 per cent. 

(II) Assisted Delivery. These are mostly cases of low forceps, 
with a small number in which version was performed. Total 151, 
of which 22 died; mortality, 14.5 per cent. Mild, 100 recovered, 
95; died, 5; mortality, 5 per cent. Severe, 51—recovered, 34; 
died, 17; mortality, 33.3 per cent. 

(IV) Cesarean Section. Of the total six were vaginal opera- 
tions, five recovered and one died. Total 88, of which 21 died; 
mortality, 23.8 per cent. Mild, 51--recovered 46; died, 5; 
mortality, 9.8 per cent. Severe, 37—-recovered, 21; died, 16; 
mortality, 43.2 per cent. 

(V) Accouchement Forcé. Total 14, of which 7 died; mortality, 
50 per cent. Mild, 4~--recovered, 3; died, 1; mortality, 25 per cent. 
Severe, 10--recovered, 4; died 6; mortality, 60 per cent. 


In order to dissociate as far as possible the influence of the 
disease from the method of delivery, as factors in mortality, the 
results in the mild and severe cases may be compared. The mean 
mortality in mild cases is 6.4 per cent., and in severe cases 32.4 per 
cent., a ratio of exactly 1 to 5. If the mild cases delivered by 
the three simpler methods, are compared with the severe cases 
delivered by the same methods the mortality-rates are 5.2 per cent. 
and 26.3 per cent. respectively—i.e., the ratio of 1 to 5 is almost 
exactly maintained. If we compare in the same manner the cases 
delivered by Czesarean section we find that the mild cases showed 
a mortality of 9.8 per cent., the severe cases a mortality of 43.2 per 
cent., which also corresponds closely to the mean ratio of 1 to 5. 
The cases delivered by accouchement forcé are excluded, because 
the results are such as to condemn the use of this method tn 
any circumstances. Hence it appears that cases which can be 
classified as severe may be expected to show a mortality-rate five 
times greater than those classified as mild, no matter what method 
of delivery is adopted. 

It is also clear that the cases in which there was no obstetric 
interference or in which simple methods only were adopted, show 
a much lower mortality than those delivered by Casarean section 
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and accouchement forcé. The mean mortality of the various 
methods in order are as follows: Induction, 9.6 per cent.; natural 
delivery, 12.3 per cent.; assisted delivery, 14.5 per cent.; Caesarean 
section, 23.8 per cent.; accouchement forcé, 50.0 per cent. 

If now the results of the different methods as they appear in the 
mild cases only are compared with one another we get: Induction, 
5-1 per cent.; assisted delivery, 5.0 per cent.; natural delivery 
6.0 per cent.; Caesarean section, 9.8 per cent. 

It appears therefore that in mild cases Czesarean section 
increases the maternal risk to the extent of nearly two to one, and 
that cases delivered by the three simpler methods have much 
the better chance. 

If now the results in the severe cases are compared we get : 
Natural delivery, 20.5 per cent.; induction, 20.8 per cent.; assisted 
delivery, 33.3 per cent.; Caesarean section, 43.2 per cent. 

Here also the cases in which there was a minimum of obstetric 
interference show much the best results. 

It must be pointed out that within the limits of the classes 
‘‘ mild ’’ and ‘‘ severe ’’ there were no doubt gradations of severity, 
and the graver cases would perhaps be those in which expeditious 
delivery was regarded as necessary. Our perusal of the records, 
however, show that this was by no means always the case. 


(3B) Medical Treatment. 

One or two general observations are called for in regard to the 
medical treatment carried out in this series of cases. 

In the first place, it is clear that medical treatment has seldom 
been carried out upon any definite plan. One thing after another 
has been done without method, and with such rapidity that in many 
instances the effects of one could hardly become apparent before 
the next had been begun. Secondly, in addition to being 
disorderly, medical treatment has also been, generally speaking, 
excessive. The patient has been subjected to a multiplicity of 
drugs, and to a succession of procedures such as venesection, saline 
transfusion, hot packs, and gastric and colonic lavage, which might 
be expected to reduce a parturient woman in good health almost to 
the point of death, and must have done serious harm to one 
suffering from a grave toxemia. 

An attempt has been made to glean from the records some 
information as to the value of medical treatment as a whole, and 
also as to the value of individual methods of treatment. For this 
purpose the various methods of medical treatment were grouped in 
the manner set forth below. The cases which terminated fatally 
were first selected for investigation by analyzing the medical treat- 
ment in the whole series of 547 cases, but this was too formidable to 
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be undertaken. Inthe next place venesection and administration of 
morphia were selected as representing individual methods of treat- 
ment, and a record made of all the cases in which these methods 
had been adopted, both those which recovered and those which 
died. 

The information required for analyzing the nature and extent of 
the medical treatment adopted in the fatal cases in this series was 
available in 71 cases. For convenience of analysis medical treat- 
ment has been divided into the following groups: (a) Elimination 
(including purgatives except croton oil, enemata, gastric and rectal 
lavage, rectal saline, etc.); (b) Venesection ; (c) Intravenous saline ; 
(d) Morphia and other sedatives; (e) Croton oil; (f) Hot packs; 
(g) Veratrone. 

In the large majority of cases the treatment adopted ranged over 
three or more of the above groups. In only seven instances was 
simple treatment falling under one heading only adopted. Elimina- 
tion only in one case, intravenous saline only in two cases, morphia 
only in three cases, veratrone only in one case. In 15 cases the 
treatment comprised two groups, elimination and morphia being 
the combination most employed. In 24 cases treatment comprised 
three groups, elimination, morphia and hot packs, or elimination, 
morphia and veratrone being the most commonly employed com- 
bination. In 23 cases complex and varied treatment comprising 
four or more groups was carried out. A few cases were subjected 
to treatment by elimination, venesection, intravenous _ saline, 
morphia, hot packs and veratrone. It is impossible to avoid the 
conclusion that the majority of the fatal cases were over-treated, and 
that in a considerable number the excessive treatment must have 
been a contributory factor in bringing about the fatal results. 

A further attempt has been made to arrive at an opinion as to 
the value of individual methods of treatment ; in respect of only two 
methods were the cases numerous enough and the data sufficiently 
proved to warrant conclusions being drawn from them, These 
methods were venesection and the administration of morphia with 
or without other sedatives ; cases in which less than one half a grain 
of morphia had been given were not included. The results are as 
follows : 

Venesection: 143 cases. Mild cases total 60: recovered, 53; 
died, 7; mortality, 11.6 per cent. Severe cases total 83 : recovered, 
44; died, 39; mortality, 47.0 per cent. The mean mortality of the 
mild cases in the whole series of 425 cases was 5.4 per cent. 
(see p. —), the cases in which venesection was done showed double 
this mortality-rate. The mean mortality of the severe cases in the 
whole series was 34.3 per cent.; the severe cases treated by vene- 
section showed a mortality of more than one-third greater than this. 
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So far as these results may be relied upon it therefore appears that 
venesection is a method from which little benefit is to be expected, 
and which may do harm. In one case 400z. of blood were taken 
by venesection and the patient died. 


Morphia and other Sedatives : 69 cases. Mild cases, total 39: 
recovered, 36; died, 3; mortality, 7.8 per cent. Severe cases, total 
30: recovered, 14; died, 16; mortality, 53.3 per cent. These results 
are no more encouraging than those of venesection. 

It must, however, be recollected that in the case both of vene- 
section and of morphia very few of these cases were treated by 
the above methods only; many other things were done to the 
patient as well, the effects of which cannot be disentangled from 
those of venesection or of morphia. 


THE CAUSES OF DEATH IN THE FATAL CASEs, 

The proportion of cases in which a post-mortem examination 
was made was very small, and the cause of death specified is the 
clinical cause in the majority of cases. The notes are in many 
instances wanting in any indication as to the cause of death, and 
in only 87 of the 120 cases which terminated fatally was any 
information available, and that was often of a fragmentary nature. 

Of the 87 cases, in 27 no reliable opinion as to the cause of 
death can be expressed: in 36, death was attributed to eclampsia, 
and in this group are a fair number of autopsies: in five cases 
death was due to cerebral hemorrhage, these being all cases in 
which a post-mortem diagnosis could be made. In 10 cases 
pulmonary complications such as pneumonia, bronchitis, pul- 
monary embolism and oedema of the lungs were the cause of death : 
the other causes specified are urzemia (one case), suppression of 
urine (one case), heart failure, shock, chloroform poisoning, general 
peritonitis, and accidental hemorrhage. 

In one of the fatal cases, two pints of blood were taken by 
venesection, and the patient was delivered by accouchement forcé ; 
this case was classified as ‘‘ mild on admission,’’ and it seems 
probable that any chance she had of recovery was destroyed by 
the severity of the remedial measures employed. In two cases 
there was post-mortem evidence of acute tracheitis and oedema of 
the lungs; in both croton oil had been administered, and it seems 
probable that here also the methods of treatment employed were to 
a great extent responsible for the fatal result. 

If the figures are looked at as a whole, we may take it that deaths 
attributed to eclampsia, to cerebral haemorrhage, to ureemia or to 
suppression of urine are the direct outcome of the disease. These 
account for 47 cases out of 60 in which the cause of death could be 
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determined, i.e., 71.5 per cent. In the remainder—viz., pulmonary 
complications, heart failure, shock, chloroform poisoning, general 
peritonitis, and accidental haemorrhage it is, at the least, an arguable 
proposition, that by more judicious management of the cases a great 
number of these fatalties could have been averted. 


THE Fata, AND NEO-NATAL MORTALITIES. 

In the following tables three groups of cases are considered :— 

(1) Fetal deaths, including ante-partum, intra-partum, and post- 
partum death of the foetus. Some of these foetuses were born with 
the cord still pulsating but respiration was never established. 

(2) Neo-natal Deaths.—In this group are included all children 
who died whilst the mother was still in hospital. 

(3) Survivals—This group includes all children who left the 
hospital alive. 

Many of these children were premature, and in considering 
the foetal mortality in relation to treatment a distinction has been 
made between those born before and those born after the 34th week 
of gestation, because in any case the probability of survival of a 
child born before the end of 34 weeks’ gestation is small. 


TotaL Fatar Mortatity. 

Examination of 448 cases gives the following figures: Foetal 
deaths, 156 (34.8 per cent.); neo-natal deaths, 50 (11.1 per cent.) ; 
survivals, 242 (54.0 per cent.). Thus of the children born of these 
cases of eclampsia rather more than half left hospital alive. 


RELATION OF Fatal Mortatity TO NUMBER OF Fits. 

The number of cases analyzed is 298 and the number of children 
born is 303. Of these 156 children were born alive and the mothers 
of these children had between them 726 fits—an average of 4.6 fits 
for each delivery. 147 children were born dead and the mothers 
had 1,234 fits—an average of 8.4 fits for each delivery. 


RELATION OF Fa:taL Mortarity TO THE TIME OF THE ONSET OF 
Fits, 

Fits occurred before the onset of labour in 177 births : 74 children 
survived, 103 children died, mortality 58.2 per cent. Among these 
were many premature births. 

The onset of fits was during labour in 33 cases: 24 children 
survived, 9 children died, mortality 27.3 per cent. 

The onset of fits was after labour in 39 cases: 34 children 
survived, 5 children died, mortality 13 per cent. 
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THE EFFECTS OF METHODS OF DELIVERY UPON FatTaL MORTALITY. 

In looking into this matter we have excluded all cases in which 
delivery took place earlier than the 34th week; before this the 
chances of survival of the child are very small. 

In 206 cases the necessary data were available and of these 
137 survived, i.e., they left hospital alive, and 69 died (still-births 
and neo-natal deaths) ; the foetal mortality was accordingly 33.5 per 
cent. A comparison of the different methods of delivery gives the 
following results :— 


‘Total Survived Died Mortality 
Natural or assisted delivery 88 ... 62 ... 26 ... 29.6 percent. 
Induction ar me a 4EF ws 38 .. 23 12 SOc percent: 
Cresarean section... fe: Th wc SF a WF a. 23-Opercene 
Accouchement forcé ee 3 «cs O i. 3 so, 1OKO percent: 


The low foetal mortality of Caesarean section in comparison with 
that of induction is remarkable. It is probably explained by the 
fact that an induced labour is nearly always prolonged, and the 
high foetal mortality is probably accounted for by the vulnerability 
of the child. 

If the results in the cases born before the 34th week are examined 
separately, the foetal mortality is 80 per cent. 

The fate of the child in eclampsia is necessarily subordinate to 
the interests of the mother, and we do not wish to attach undue 
importance to the consideration of these figures. 


Dr. H. S. DAvipson read the report of the Edinburgh 
Obstetrical Society, prepared by Dr. Miller and himself, as follows : 

The Edinburgh Maternity Hospital, like the other Schools, 
suffered during the years of war from a lack of graduate residents 
so that it has been impossible to obtain full notes on many of the 
eclampsia cases out of the total of 212 which actually occurred. 
Nothing striking is to be elicited from the periodic incidence but, 
what is notable, is the diminution in numbers during the war years 
1916-1919, when there were 17, 12, 15 and 15 cases respectively. | 
believe that Sir Halliday Croom was interested in the possible 
effects of war as an exciting cause in eclampsia, and analyzed the 
cases in the hospital during the South African War with the idea 
that more cases occurred as a result of the mental instability of 
the mother as a consequence of the danger to the husband’s life 
occasioned by war, but this would seem to be contradicted by the 
statistics of the war years we have just passed through, and whilst 
not wishing to be in any way dogmatic on the subject we would 
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suggest that the diminution in numbers of eclampsia was due 
largely, if not entirely, to the diminished amount of meat and such 
proteid material the whole nation suffered from in 1917 and 1918 
than to any excitability in the nervous system. As we expected 
the proportion of primigravidee is 75 per cent. and pretty well tallies 
with the statistics all over the world. The proportion of twin 
pregnancies among the cases analyzed was 3.3, but that seems to us 
to be of little importance compared to the total number of twin 
pregnancies occurring and to take the percentage of cases of 
eclampsia among those as the basis as to whether twins have the 
bearing on eclampsia which they are alleged to have. 

Out of 115 twin pregnancies occurring in the hospital during 
the ten years 1912—1921, eight women (or 7 per cent.) developed 
eclampsia as contrasted with the incidence of eclampsia in single 
pregnancies given by Williams as .2 per cent. These figures seem 
to bear out the view frequently expressed that a relationship exists 
between eclampsia and multiple pregnancy. 

Absence of symploms preceding fits. This point is excep- 
tionally difficult to determine, and in calculating the percentage we 
have only taken six cases, in which there is a definite statement in 
the notes that there were no symptoms. 

The total number of fits. The average number of fits among 
those who died was 10, whilst among those who recovered it was 
six, but that also seems to us to convey little information, and we 
made a further analysis which shows that in those patients who had 
less than five fits 86 per cent. recovered and 14 per cent. died; 
between five and 12 fits 78 per cent. recovered and 22 per cent. died, 
whereas when there were over 12 fits 50 per cent. recovered and 
50 per cent. died, giving us very much the result that we expected, 
namely, that an increase in the number of fits is a grave factor in 
the prognosis. 

The distribution of fits. We were surprised to find the large 
number of cases which developed eclampsia purely after labour, 
That there should be 29 out of 148 seems a large number. Of these 
only six died, whereas of the cases occurring during labour one- 
third died. Of those cases occurring only before labour five died 
out of 37. Whether this is due to earlier treatment in the cases 
occurring before labour or, as we fancy, that ‘‘ the before labour 
class ’’ includes many milder cases, is difficult accurately to make 
out, . 

As was to be expected of those who had fits before, during and 
after labour, 50 per cent. died, but this is asmall class numbering only 
six in all,and included as one would expect the most severe cases. Of 
those having fits before and during labour, of whom there were 33, 
exactly one-third died, so that out of the distribution of fits it is not 
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easy to arrive at any definite prognosis, except that probably, taking 
cases of more or less equal severity, the post-partum are more likely 
to recover than the others. 

Time of onset of fits. Fifty-one per cent. of the deaths had fits 
before labour, 32 per cent. during and 16 per cent. after, whilst of 
the recoveries 54 per cent. had fits before labour, 26 per cent. during 
and 20 per cent. after, figures which pretty well tally with what one 
expects. 

Coma. Here there is the difficulty that different individuals 
have different ideas as to what deep coma really is as distinct from 
coma, but we have taken the notes as they have been jotted down 
by the residents and we find that 47 per cent. of those who had 
deep coma died, while only 14 per cent. of those who were classed 
as comatose died and none who were merely drowsy and restless, 
so presumably the depth of the coma is the co-efficient of the degree 
of toxeemia. 

Albumen. We find that when the urine was solid on boiling 
28.5 per cent. died; here also the toxic effect on the kidneys as 
evidenced by the amount of albumen seems to help as regards 
prognosis. 

We have in addition worked out the incidence in a_ rathet 
arbitrary way with regard to grains per ounce. 

In most cases this is definitely stated, and when the term loaded 
is used we have put it at 1ogrs. There were four cases of 1 gr. or 
less albumen to the oz., and all recovered. Up to and including 
10 grs. to the oz. there were 35 cases, of whom eight were fatal 
a mortality of 17.7, and 70 cases of over 10 grs., with 20 deaths—a 
mortality of 28.5 per cent. 

In connection with prognosis the total amount of urine passed 
has always been regarded as an important factor. There is the 
obvious difficulty here, that as the line of treatment by purgation 
entails the passing of urine when the bowels move, this makes the 
total amount passed in 24 hours a matter of guesswork and not a 
definite number of ounces. 

Blood-pressure, Pulse-rate and Temperature, Since the paper read 
by Haultain, in 1913, on the effect of veratrone more attention 
has been given to the question of blood-pressure, but we were 
surprised at the number of cases in which the blood-pressure was 
below 140. Out of 16 such cases four died—a mortality of 25 per 
cent.; between 140 and 200, 81 cases, of whom 15 died, giving a 
percentage of 19.7 per cent.; whilst over 200, there were 17 Cases, 
of whom six died—a mortality of 35 per cent. If, as we believe, 
the usual percussion cap of an eclamptic explosion is the height of 
the blood-pressure, one would expect that the mortality would be 
highest, the fits more frequent and the toxemia more severe in 
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most cases in which the blood-pressure was over 200. This in the 
statistics appears to be so. The same is shown by the condition 
of the pulse-rate. In only 10 cases was the rate below go, of whom 
one died; in 40 cases the rate was between go and 120, and 12 of 
those died, a rate of over 120 was noted in 20 cases, of whom 
six died. Pretty much the same holds for the temperature. Below 
100°, seven died out of 42; between 100° and 103°, seven died out 
of 25, whereas a temperature of Over 103° was only noted in two 
cases, both of whom died. 

Causes of death. The total maternal mortality was 25 per cent. 
While in many cases death could definitely be ascribed to a pro- 
found toxemia, to broncho-pneumonia, or to cardiac failure, shock 
or collapse, the fatal issue was frequently contributed to by a 
number of complications, making an accurate analysis of the causes 
of death difficult. We have, however, more or less arbitrarily 
classified these causes under the headings of toxzemia, collapse, 
pulmonary and cerebral. Thus out of a total of 41 cases, in 17, 
or 41.3 per cent., death was due to toxzemia. Under the heading 
collapse (which includes, shock, heart failure, etc., and is restricted 
to cases dying within an hour or so of delivery) there are nine cases, 
a percentage of 21.9. Pulmonary complications, usually broncho- 
pneumonia, claimed eight victims (19.5 per cent.). In only one 
case (2.4 per cent.) did a brain lesion (acute cerebral oedema) seem 
responsible for death, and in the remainder of the six cases (14.6 
per cent.) the cause of death was impossible to ascertain; these 
last should probably come under the heading toxzmia. 

Before passing on to the treatment one might mention that 
three cases were admitted suffering from a second attack, and 
recovered, and in each case it was only the second pregnancy. 
In one there is a definite note to say that there was no evidence 
of nephritis when the patient left Hospital completely recovered. 

We must all have seen cases in which the eclamptic condition 
seemed severe whilst the foetal heart was audible and the move- 
ments palpable, vet when sudden cessation of the convulsions has 
taken place, on listening one has discovered no signs of foetal 
heart and all movements have ceased as if the death of the child 
had diminished the tendency to fits in the mother. These cases 
probably do not prove anything in the way of causation, but 
clinically they are interesting and possibly of value in prognosis. 

Because of this we went more fully into the cases in which there 
was maceration of the foetus showing death of the child some little 
‘time before delivery. There were in all 12 such cases, of whom 
three died. Two of these deaths were caused by collapse 
immediately after delivery, and in the third the symptoms had 
cleared up when death occurred from broncho-pneumonia. What 
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is striking, however, is that in 10 of these cases the fits were purely 
ante-partum, in one before and during labour, and in one before, 
during and after labour. The last-mentioned had 14 fits in all, and 
evidently was severely poisoned. She was one of the cases 
mentioned as collapsing after delivery. In the other case—in 
which there were fits before and during labour—there were only 
four fits, and again the patient collapsed after delivery. In the 
third death the patient had had 16 fits, and, as | mentioned, was 
improving when broncho-pneumonia supervened. 

Among the unusual cases was one patient, aged 19, a primi- 
gravida, at term, who had seven fits during labour and one after, 
who was oedematous, comatose, pulse-rate 136 and a temperature 
of 102°, who had complained of vision trouble on admission, but 
nothing abnormal was to be seen in the fundus. As the eyesight 
did not improve during the puerperium the oculist was called in, 
and his report showed that there was definite separation of the 
retina in both eyes. The patient was discharged with complete 
absence of albumen, but her eyesight, although slightly better, was 
permanently impaired. This is the only case of permanent damage 
to the retina of which there is any note, but there were several 
cases of almost complete blindness lasting from 24—48 hours, 
when presumably the cause was a pressure oedema of the optic 
nerves. The rapid disappearance of the oedema entailed no 
permanent damage, and the eyesight speedily became normal. 

Another case worth quoting is that of a patient who suffered 
severely from epigastric pain; so severe was this that she was 
admitted to a surgical ward in the Infirmary, and had a laparotomy 
performed for its relief at the seventh month of her pregnancy. 
Nothing abnormal was discovered, and as labour followed a 
fortnight later she was sent to the Maternity Hospital where she 
developed one fit after delivery of the child. 

One patient in her fifth pregnancy, with a previous history of 
epilepsy, was admitted during labour, and had two fits, with one 
fit after labour. The blood-pressure was 160°, there was oedema 
and a pulse-rate of 85, a temperature of 98°, but deep coma, and 
the urine solid on boiling. There was two grains to the ounce of 
albumen when discharged a fortnight later, so that we are in 
doubt as to whether this was a pure eclampsia or a mixture of 
eclampsia and Bright’s disease. She is, however, the only patient 
who became permanently insane, being discharged to the asylum. 
Another patient suffered from mental instability for 10 days after 
an undoubted attack of eclampsia in her first pregnancy, but on 
discharge had completely recovered her sanity. 

The latest day after delivery on which we find a patient develop- 
ing eclampsia was the fifth day of the puerperium. 
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As regards treatment, one is met with the difficulty that, 
knowing nothing as to the exact causation of the disease, 
treatment is largely experimental, a case of try anything and every- 
thing, with the result that one gets no series of cases treated with 
only one drug and no other lines of treatment, medical or surgical. 
In practically every case the routine treatment of purge, hot baths 
and washing out the stomach was followed. In all there were 
35 cases in which that was the treatment with the addition of, 
in some cases, forceps or induction, and out of that 35, 10, or 28.5 
per cent., died. When morphia was the only drug used in addition 
to these remedies there were 36 cases, of whom nine died, a 
mortality of 25 per cent. In 36 cases veratrone alone was used 
similarly to morphia, and of those, eight died, and of those eight 
deaths one died undelivered, one died after vaginal hysterotomy, 
and two of septic broncho-pneumonia, so that we feel that this 
death-rate is higher than it should be in treatment of eclampsia by 
veratrone. In 26 cases morphia and veratrone were both used, 
and of those five died; of the deaths, one died of broncho- 
pneumonia, having had 26 fits, and one was a severe post-partum 
case with 17 fits. 

Whether in the light of increased numbers, such as we hope for 
irom the combined statistics of the different hospitals, one can 
arrive at a more definite conclusion as to the value of medical 
remedies in this condition we do not know, but we feel that apart 
from being a temporary sedative and a slight depressant to the 
blood-pressure morphia is of little value and may be positively 
dangerous. One makes this statement with some trepidation 
considering the wonderful results obtained by its use in the Moscow 
and Dublin Schools. 

A very common method of treatment is venesection, but in our 
hospital it has not been sufficiently made use of to warrant any 
dogmatic statement, but if, as we imagine, its sole value is in 
reduction of blood-pressure we would prefer to use veratrone. It 
is alleged that one is removing poisoned toxic blood but the amount 
that is drawn off in proportion to the total blood of the body seems 
to us so small as to be of no value whatsoever. 

The obstetric treatment, if there was opportunity and time, was 
induction of labour. In many cases delivery was performed after 
forcible dilatation of the os. Practically the usual percentage of 
deaths occurred and nothing outstanding was noted. There were 
72 cases in which there was definite interference and of these 16 
died, a mortality of 22 per cent. This operative delivery consisted 
of 44 cases of forceps only—if one may term such an operative 
procedure. In five cases there was dilatation and forceps, in two 
cases version, in seven induction, in six craniotomy, which in some 
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of the cases was performed because the pelvis was contracted and in 
others because the child was already dead and a rapid delivery was 
desired. There were six cases of vaginal hysterotomy, and of 
these six cases four died. In one there are no notes to say as to 
what the condition of the patient was, except that she had five fits 
during labour and it was her third confinement. In another of the 
deaths the patient had had 18 fits, was deeply comatose and died 
24 hours later, and in another the patient had had four fits during 
labour, a blood-pressure of 190, deeply comatose, urine solid with 
albumen, and she never rallied after delivery, both being ascribed 
to toxeemia. The fourth was also a severely toxic case, having had 
in all 26 fits, a blood-pressure of 190, deeply comatose and died 
shortly after delivery, The post-mortem showed marked signs of 
toxic changes in the liver, kidneys and brain. Of the two who 
recovered one had five fits, a blood-pressure of 160°, was slightly 
comatose with 12 ozs. of urine in the bladder on admission, so that 
one could see that she was probably less toxic than the others and 
she recovered, but the other recovery was in a woman who had had 
30 fits, with a blood-pressure of 170°, was deeply comatose and 
otherwise showed signs of severe poisoning. 

From the small number of cases one cannot deduce anything 
either in favour of or against this method of treatment. The fact 
that so many died is more an indication that the operator con- 
sidered the patient to be so severely poisoned that immediate and 
rapid delivery was the first essential, and as one would expect in 
such severe cases the death-rate is naturally high. 

The classical Czesarean section was performed in only two cases, 
one of them for contracted pelvis when the woman had had only 
two fits and was admitted during labour, so that the treatment was 
not directed specially to the complication but more to the obstetric 
application. The other case was admitted having suffered from 
what are described as numerous fits before admission, and she had 
four in hospital after admission, a blood-pressure of 160, pulse-rate 
and temperature of 112 and 102” respectively, deeply comatose with 
urine loaded with albumen, and because she was a youthful primi- 
gravida and considered unlikely to improve under ordinary medical 
treatment Czesarean section was performed. The child was dead. 
On the day following the operation the symptoms were just as 
severe except that there were no fits and she had become semi- 
conscious, but could not answer any questions. Within 24 hours 
she became completely unconscious and died. Pulmonary oedema 
was a prominent feature. 

In connexion with the infants there were 45 premature, of whom 
36 were still-born, one died and eight survived. Of the full-time 
children, 71 were still-born and gt were born alive, of whom 80 
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survived. This gives us a foetal mortality of 43.8 per cent. and an 
infantile death-rate in the first 10 days of 7.7 per cent. 


ANALYSIS OF ONE HUNDRED’ AND FORTY-EIGHT CASES OF 
ECLAMPSIA, 


With Sixty-four extra Cases included under headings A, B, and Infants. 


A. Periodic Incidence : Cases. 
Six months April to September - - - : - - 110 
Highest month—April - - - - - - - 30 
Six months--October to March - - - - - - 102 
lowest month--March- - - - - - - - 8 
Yearly Incidence : 
Highest year 1912 - . - - - - - - 31 
lowest year-1917 - - - - - - - - 12 


Per cent. 
B. Proportion of primigravidie (o-para) - - - - - 
Proportion of twin pregnancies - - - : : = 3.3 


C. No symptoms preceding fits — - - - . : 6 
Died Recovered. 
D. Yotal number of fits (average) 10 6.1 
Per cent, Per cent. 
Distribution of fits a 5 (135s) a 32 (86.5) 
a=before labour - 37 b 11 (33.3) b 22 (66.6) 
b=during labour 33 
c=after labour - 29 ¢ 6 (20) ¢ 23 (80) 
6 atb+ce 3 at+tb+c 3 
2 at+c Oo a+e 2 
8 b+e 1 b+e 7 
33 a+b 11 a+b 22 
148 37 111 
Per cent. Per cent, 
Onset of fits . . . - a=52 a=54 
b=32 b=26 
c=16 c= 20 
Number of fits before treatment 
(average). Cannot be ascer- 
tained. 
Died. Recovered. 
Degrees of coma (unnoted 44 cases) :— Per cent. Per cent. 
Deep coma = ++ [24] (47) 80 (53) 36.5 [27] 
Coma = + [6] (14.3) 20 (85.7) 48.6 [36] 
Drowsy, restless, ete. = 0 fo] (0) oO (100) ° 14.8 [11] 
Amount of albumen (unnoted 29 cases) : 
o = absent - - - fo] oO Oo 
— =a trace - - - - fo O (100) 4-4 [4] 
+ = large amount - - [8] (17.7) 28.6 (82.3) 40.6 [37] 


++ = solid - : - [20] (285) 71.4 (71.5) 55 [50] 
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Blood pressure (unnoted 34 cases) :— 
114 cases — = below 140 - [4] (25) 16 (75) 14 [12] 
only + = 140-200 - [15] (18.5) 60 (81.5) 74 [66] 
available ++ = over 200 - [6] (35.3) 24 (64.7) 12 [11] 

Pulse-rate (unnoted 72 cases) :— 

0 = below go - - - [1] (10) 5.2 (go) 16 [9] 
+ = 90-120 - + = [1a] (6) 6& (74) 59 [34] 
++ = Over 120 - - - [6] (30) 31.6 (70) 24.5 [14] 


Temperature (maximum) (unnoted 
79 cases) :— 


o = below 100° - - [7] (16) 43.8 (84) 66 [35] 
= 100° to 103° . - [7] (28) 43.8 (72) 34 [18] 
= over 103° - ; - [2] (100) 12.5 a fo] 
Treatment : Recovered. Died. Total. 
Method of delivery - — - - 4 undelivered 
Post-partum cases - - 2:7 (20 percent.) 6 29 
Natural delivery — - - = 92 (295 4. )° 2 43 
Operative delivery - - - 56 (22 a ye 16 72 
Cesarean Section - = te YF I 2 
Vaginal Cesarean Section - 2 4 6 
Forceps only - - - - 39 5 44 
Diliatation and forceps - - 3 2 5 
Version - . - - I I 2 
Induction : - - ~ 4 oO 
Craniotomy - . - 3 3 6 
INFANTS (unnoted 8 cases) : 72 
(a) Premature = under 36 weeks. 
Still-born. Died. Survived. ‘Twins Dead-born. Total. 
32 I 8 4 45 
(b) Term— Still-born . . . - 66+twins 5 71 
Born alive - : : - 86+twins 5 gI 
Survived - - 80+twins 4 84 
Died undelivered - - - - - 4 
Term—Total born alive - - - - - gl 
Infantile death-rate  - - - - 7.7 per cent. 
Foetal mortality - - - - - 435 i» 


Professor Ewen J. MAcLeAN read the report of the Midland 
Obstetrical and Gynecological Society, as follows :— 


REPORT ON THE PROGNOSIS AND TREATMENT OF ECLAMPSIA 
BASED ON A TEN YEARS’ SERIES OF CASES. 
The records of cases under review in this report have been 
collected from Birmingham, Bristol, Cardiff and Derby. The 
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number of cases under investigation was 302; of these 76, or 
25.1 per cent., died. 

Parity. Further investigation shows that 193, or 63.9 per cent., 
of the cases occurred in primigravide, and that the mortality in 
primigravidze was 23.8 per cent., whilst in multiparze it was 27.5 per 
Cent. 

Premonitory Symptoms. Two hundred and nine cases give 
sufficient details for analysis.. In 170 of these, 7.e., 81.3 per cent., 
the onset of eclampsia was preceded by definite symptoms. Of these 
170 cases, 44 ended fatally, 25.8 per cent. Of the 39 cases with 
no preceding symptoms, 10 (25.6 per cent.) died. 

Coma. ‘Two hundred and three cases were analyzed under this 
heading, and were divided into three groups—I, no coma; II, coma ; 
I1f, deep coma : 


No. of Cases. Recovered. — Died. Mortality. 
Group} - - 56 52 4 7.1 pet cent 
Group II - - 79 60 19 24.0 . 
Group III - - 68 35 33 48.5 , 


Number of Fits. The total number of fits was investigated in 
273 cases. Of these 202 recovered, the average number of fits per 
case being 7.3. In the 71 cases that died the average number 
of fits per case was 14.5. 

Period of Gestation. This was investigated in 133 cases, 
occurring as follows : 


Weeks. Cases. Deaths. Mortality 
28—32 21 4 1g per cent. 
32-36 24 10 416 ,, 
36 — 40 88 21 23.0 4 


Albumen. The amount of albumen present was investigated in 
273 cases, which were divided into three groups—1I, albumen solid ; 
Il, much albumen; II], trace of albumen. 


No. of Cases. Recovered. Died. Mortality. 
Group I - - 112 72 40 35-7 per cent. 
Group II - - 118 06 22 SiO 
Group III : - 43 35 8 18.4 i" 


Gdema. There were 239 cases in this series, which was simply 
considered under the headings of oedema present or absent. 
(Edema was present in 201 of these cases. Of these 49 died, a 
mortality of 24.4 per cent. Of the 38 cases with no oedema six 
died, a death-rate of 15.8 per cent. 

Temperature. The influence of temperature was investigated 
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in 195 cases. These were considered in two groups—lI, those in 
which the temperature was below 102° II, those in which it was 
above 102°: 


No. of Cases. Recovered. Died. Mortality. 
Group I - - = 373 142 29 17 per cent. 
Group II - - 24 7. 17 70.8 a 


Pulse-rate. The influence of pulse-rate was analyzed in 194 
cases, which were classified in two groups—l, those with a pulse- 
rate of less than 120 per minute; II, those with a pulse-rate 
exceeding 120 per minute :— 


No. of Cases. Recovered. Died. Mortality. 
Group I - - - 129 106 23 17.8 per cent. 
Group II - - - 65 41 24 36.9 re 


It appears from the above analysis that the gravity of the 
prognosis depends on, and is increased by, the presence of— 
(i) deep coma, (ii) high temperature and rapid-pulse-rate, (iii) high 
total number of fits, (iv) a marked degree of albuminuria, (v) much 
oedema. 

Treatment. The cases under consideration being collected from 
widely separated areas any very detailed analysis of treatment is 
impossible. Medical treatment in the form of elimination, 7.e., 
gastric lavage, rectal irrigation, purgation, hot pack and water diet 
appears to have been the routine aimed at in most of the centres. 

An attempt has been made to analyze the results of obstetric 
treatment along the same lines asthe Obstetrical and Gynecological 
Section of the Royal Society of Medicine, the cases being grouped 
as mild and severe according to whether two or more of the above 
grave symptoms were present or not. 


I. Natural Delivery. 
Total Cases. Died. Mortality. 
173 43 24.8 per cent. 
Mild. Recovered. Died. Mortality. 
82 79 4 3.6 per cent. 
Severe. Recovered. Died Mortality. 
gl 51 40 44 per cent. 


Il. Assisted Labour. 


Total Cases. Died. Mortality 
59 12 20.3 per cent 
Mild. Recovered. Died. Mortality. 
25 23 2 8 per cent. 
Severe. Recovered. Died. Mortality. 


34 24 10 29.4 per cent. 
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I1I. Induction of Labour. 


Total Cases. Died. Mortality 
27 6 22.2 per cent. 
Mild. Recovered. Died. Mortality. 
17 15 2 1:7 percent. 
Severe. Recovered. Died. Mortality. 
10 6 4 4o per cent. 


IV. Caesarean Section, 


Total Cases. Died. Mortality. 
6 4 66.6 per cent. 
Mild. Recovered. Died. Mortality. 
2 I I 50 per cent. 
Severe. Recovered. Died Mortality. 
4 I 3 75 per cent. 
V. Accouchement Force. 
‘Total Cases. Died. Mortality. 
16 7 43.7 per cent. 
Mild. Recovered. Died Mortality. 
7 6 I 14.3 per cent. 
Severe. Recovered. Died. Mortality 
9 3 6 66.6 per cent. 


Two points stand out rather strikingly in the above: the low 
mortality in mild cases left to a purely natural delivery, and the 
relatively lower mortality in those severe cases in which delivery 
has been assisted by forceps extraction, 

The high mortalities in Czesarean section and accouchement 
forcé agree with the figures of the other Societies contributing 
reports. In a short series of 14 cases—not included in the above 
analysis--which were sent in from one hospital, Caesarean section 
was performed in seven, 1¢., 50 per cent., all seven cases coming 
into the group of ‘ severe’’ cases on the above classification. 
There were no maternal deaths in these seven cases, and the medical 
treatment employed in all as a routine was ‘‘glucose and soda 
bicarbonate per rectum.’ 


Dr. H. Letru Murray read the report of the North of England 
> 
Obstetrical and Gynecological Society, as follows : 
The Committee consisted of the following members : 


Dr. D. DouGar (Manchester), Mr. LEYLAND ROBINSON (Liver- 
pool), Mr. J. Cutsuoitm (Sheffield), Mr. W. GouGu (Leeds), with 
Mr. H. Currrorp (President of the Society) and Dr. LerrH 
Murray (Vice-President), 

The shorter analysis suggested by the Corresponding Com- 
mittee of the Royal Society of Medicine (Obstetrical and Gyneco- 
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logical Section) was adopted so far as proved possible, and 
extensive statistical tables were drawn up on that basis by the first 
four members mentioned. 

The Committee, after consideration, found it advisable to omit 
certain sections of these tables from the final summary, as the data 
on which they were compiled were either lacking in necessary detail 
or might be misleading. 

Altogether 804 cases of convulsive eclampsia were analyzed as 
follows :—- 


From Manchester (St. Mary’s Hospitals), 317 cases during a 
10-year period (but excluding the war years 1g16—1918 
inclusive, when notes of cases were necessarily very incom- 
plete) ; 

From Liverpool (Maternity Hospital), 142 cases during nine 
months of each year of a 15-year period ; 

From Sheffield (Jessop Hospital), 145 cases during a 10-year 
period ; and 

From Leeds (Maternity Hospital, General Infirmary, Hospital 
for Women), 200 cases during a 16-year period. 


The analysis of these cases has been re-cast within the last 
fortnight to conform as closely as possible with the printed report 
of the London Committee already circulated. 

Of these 804 cases, 24.43 per cent. died (highest Manchester, 
33-4 per cent., lowest Liverpool, 18.7 per cent.). Of 62 post-partum 
cases, 26 per cent. died (highest Manchester, 37 per cent., lowest 
Liverpool, 17 per cent.); the higher general mortality in Manchester 
cannot, therefore, be put down to methods of delivery in hospital. 

Mothers dying undelivered represented 21 per cent. of:the total 
mortality (highest Manchester 24.5 per cent., lowest Liverpool, 16.6 
per cent.) Only 17 of a total of 605 cases recovered undelivered. 
-articulars are available for nine of these: three went to term and 
were delivered of living children; four were delivered later -of 
macerated foetuses, one was delivered 17 days later of a five-months’ 
abortion, and one six days later of a still-born child (breech presen- 
tation with accidental haemorrhage, but without any albuminuria ; 
no further details). 


JETIOLOGICAL FACTORS. 

Yearly incidence and seasonal incidence. ‘Tabulation is un- 
necessary as the figures for all centres give no definite indication 
of either. 

Influence of parity. The percentage of primigravide proved 
to be 70.7, and of 2nd-gravidze (Manchester, Liverpool), 8.9 per 
cent. 


H 
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Of Manchester’s 30 cases of 2nd-gravide details are available 
in 21; of these, four had albuminuria, or eclampsia, at the preceding 
labour. 

Proportion of twin pregnancies. 2.8 per cent. of all cases in 
Manchester, Liverpool and Leeds. 


GROUPING OF CASES. 

Coma. The figures are possibly rather inaccurate, as mention 
in the notes may refer to a very temporary, or a terminal, coma. 
It was found possible to classify cases under two headings only. 
Of cases recove ring, coma was noted as present in 53 per cent., and 
of cases dying in 89 per cent. 

Pulse-rate and temperature. All four centres agree that a con- 
siderable elevation of both is a pronounced feature of the terminal 
stages of fatal cases. The Committee consider that figures based 
on pulse-rate and temperature are only likely to be of real prog- 
nostic use when the statement is coupled with a record of the stage 
when taken (¢.g., on admission to hospital), and of the tendency 
upwards or downwards. Sheffield contributed records of pulse- 
rate and temperature on admission to hospital, but the number was 
too small to justify tabulation. 


Number of fits. The figures cannot be very accurate as the 
notes frequently referred to ‘‘ several’? (counted in this tabulation 
as 6) and ‘‘ many ”’ (counted as 12). 

The average number among those that recovered was 7.4 per 
cent., and among those who died 11.7 per cent. 

Albuminuria. The Committee only feel justified in deducing 
that the great majority (in this series 84 per cent.) have a large 
quantity of albumen, and that the maternal and foetal recoveries 
both vary inversely with the albumen. 2.4 per cent. are recorded 
as having shown no trace of albumen, 


Persistence of albuminuria on discharge. Manchester records 
in 69 cases that a trace remained in 27 per cent., small quantities in 
3.8 per cent., and over 3 grammes in 1.9 per cent. 

(Edema. Figures were available for Manchester and [Leeds 
(517 cases). They appear to show that severity increases with 
oedema ; this directly contradicts the findings of the London Com- 
mittee :— 


Mortality for slight oedema. ... v«~ 
“s ». moderate ,, ai nw” eS 


‘s 5» severe ” mr we eg 
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Blood-pressure. Twenty cases from Manchester were available. 
Of those that recovered 692 per cent. had a pressure of 140 
200 mm., and 7.6 per cent. of over 200 mm. (i.e., total percentage of 
recovery = 70.8 per cent. of those with B.P. over 140). Of those that 
died 57 per cent. had a pressure of 140--200 mm., and 14.2 per cent. 
of over 200mm. (Le., total percentage of deaths=71.2 per cent., 
with B.P. over 140). 


FURTHER STUDY OF THE MATERNAL MOortTALITY. 


Parity. The mortality for primigravidze was 20.6 per cent., and 
for multipare 27.8 per cent, 

Period of Gestation at which Eclamplic convulsions supervened. 
The incidence was greatest at term (48 per cent.), and decreased 
proportionately with prematurity. The mortality (Manchester and 
Liverpool) was least between the 36th week and term (29.4 per 
cent.), and increased proportionately with prematurity. 

The number of fits previous to treatment. Figures for Liver- 
pool, Sheffield and Leeds showed an average of fits in those recover- 
ing of 4.5, and in those dying of 5.4. These figures are considered 
unrealiable by the compilers, 

The incidence of fits before, during and after labour. Figures 
showed that the large proportion of fits occurred ante-partum and 
continued during labour. The highest mortality occurred in cases 
developing fits during labour and continuing after labour (52 per 
cent.) and the second highest when fits developed before labour 
and again after labour.  Post-partum, ante-partum and_ intra- 
partum incidence followed in order. 

The sudden onset of fits without preceding symptoms, Little 
reliance can be attached to the figure of 51 per cent., as the notes 
of cases are undependable. 


THe ResuLts oF TREATMENT. 

A very careful examination of figures for the four centres has 
decided the Committee that it would not be justified in making 
any statistical synopsis. The Committee, indeed, consider the 
accumulated figures extremely unreliable and capable of great 
misinterpretation, and are agreed that only those who have been in 
actual charge of numbers of cases, and more particularly those who 
have carried out a uniform line of treatment for the majority of 
cases under their care, are in a position to make useful recommenda- 
tions. .The figures do show, however, that medical measures, 
combined in some cases with mild obstetrical procedures, have been 
rather generally adopted in each of the four centres. 
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THE CAUse OF DEATH IN THE Fatal Cases, 

The Committee have very few data to give under this heading, 
but wish to record their impression that, from a practical stand- 
point, the actual causes of death are the most important feature 
yet to be determined, and that no real advance in treatment can 
be made until they are defined. 

Post-mortem reports were available in 20 cases, excluding a few 
due to causes not directly related to eclampsia (e.g., peritonitis 
following Czesarean section, gonococcal septicaemia). Nine cases 
showed marked necrosis of the liver, and one case a similar condi- 
tion in the kidneys. Qédema of the lungs or broncho-pneumonia— 
presumably terminal infection—was noted in eight cases. Of 10 
examinations of the brain the record showed no abnormality in 
three cases, and in seven cases haemorrhages as_ follows: 
One case punctate haemorrhage ; one case surface haemorrhage and 
a large right-sided hemorrhage into the ganglia; four cases 
massive hemorrhage (two of these extending into the ventricles) ; 
one case single haemorrhage, the size of a hen’s egg, which filled 
the left temporo-sphenoidal lobe and had burst through the cortex 
into the meninges. 

The Committee wish to emphasize the importance of examina- 
tions of the brain in order to determine the proportion of cases 
doomed early on by cerebral hemorrhage. 


THE FaeraL AND NEO-NATAL MORTALITIES. 

The mortality for the four centres averaged 56.6 per cent. 
(highest Leeds, 66.5 per cent., lowest Liverpool, 46 per cent.). In 
considering this figure it must be remembered that a proportion 
were premature, e.g., Manchester, 39 per cent. were under 36 weeks. 


RELATION OF Fatal MortaLity TO NUMBER OF FITS. 


There was an average of 6.7 maternal fits per survival, and 
5 / 
9.9 per child born dead. 


RELATION OF FastaL MorTALITY TO THE TIME OF THE ONSET OF 
Fits. 

The mortality when fits occurred before the onset of labour was 
67.6 per cent. (Manchester, Liverpool, Sheffield); when they 
occurred during labour, 40 per cent. (Manchester, Liverpool, 
Sheffield), and when they occurred after labour, 13.4 per cent. 
(Liverpool and Sheffield). 
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Mr. FURNEAUX JORDAN (excluded from Midland report) read the 
report of the Birmingham Maternity Hospital, as follows :— 


Total cases of eclampsia ae — aes an oe 568 
115 Primigravidee. 


No history obtained as regards warning symptoms... 33 
Definite history of warning symptoms (in only five of these 

was a doctor sent for)... — Wie air a 2 

Definite history of no warning symptoms ... is ele ae 

Baby born before admission... a vai “ ei 3 

History uncertain ti si a “ai wal -_ 4 

Total “Ut <<. 166 

Convulsions limited to ‘‘ before labour’’ only 74 

s re ‘‘during labour’’ _,, F 

a x ‘‘ after labour ”’ 3 22 


Notes on the duration of the albuminuria are recorded in only 
29 cases, Of these :- 
5 still a cloud on leaving hospital. 
5 persisted until death. 
19 gone, or nearly so, before leaving hospital. 


The amount of albumin does not apparently affect the result. 
The great majority were comatose or semi-comatose. 

A large number had pyrexia and a few hyperpyrexia. 

34 mothers died, 20.5 per cent. 

65 babies were born dead. 

24 babies died soon after birth. 

64 babies lived. . 


A paper was then read by Dr. BetHeL SoLomons, on ‘* The 
Results of the Treatment of Eclampsia by the Dublin Method,” 
see page 416. 

The CHAIRMAN said he had listened with great interest to these 
reports which were extremely creditable to the energies of the 
various centres. [le regretted that by some oversight his own 
figures were not included. 

He thought that in eclampsia they ought to look at the patho- 
logical conditions. They were very well illustrated by the speci- 
mens in their museum at the university, and he thought if those 
which related to cases of eclampsia were looked at the discussion 
on the treatment at any rate would be very much shortened. 

Then there was the very important question of diagnosis. It 
was a very intelligent man who could tell the difference between 
tubercular meningitis in a primigravida with twins and eclampsia. 

It was in his mind, and he was sure it was in the minds of most 
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of them, that the important point was the pathology, and clearly, 
in the cases of death so tragic as deaths from eclampsia would be, 
when they occurred in the middle of the night, that was not the 
time that the best pathological work was likely to be done. His 
impression was that they ought to look at the specimens in the 
university. If they did that he thought they would be extremely 
careful in their methods of treatment. 

He was sure they were all feeling the difficulty of discussing 
the mass of figures they had before them. They had no diffic ulty 
in realizing what they felt when they were sent for in a case of 
eclampsia, and they could see from the figures which had been 
given how much there was to be done. His own feeling was that 
he was no nearer the truth with regard to eclampsia than he was 
when he was very sanguine. A number of people had talked about 
particular remedies, Caesarean section, injection of alkalies, and so 
on. Just think of Dr. Tweedy and the question of diet. He 
thought the worst case of eclampsia he had been in was a case 
in which the diet was practically nothing. The patient was not in 
hospital and of course it might be said that she got something while 
he was away. If his memory was correct they counted 218 fits in 
that case. 

Just about that time Sir Henry Holland was advocating decap- 
sulation of the kidneys; he had a case in which the kidneys were 
necrotic. Those necrotic kidneys were now in the university 
museum and he would very much like those present to see these 
specimens. Tle thought nothing brought to their senses the 
realization of the clinical difficulties more than the extent of their 
pathological knowledge. When men persuaded themselves they 
had done anything in eclampsia one generally found it was by the 
invention of some very long name or of some obscure antidote or 
ferment, or something. It was astonishing how men could draw 
upon their imaginations and write eloquently upon eclampsia in 
one month, and a month later withdraw it and say it was not so. 


Dr. HERBERT SPENCER said he thought the reporters were to be 
congratulated upon the enormous number of facts which they had 
set before the Congress. They had now very valuable material to 
consider in what had been reported upon this very important 
subject, which was one of the bugbears of the profession at the 
present time. Particularly he was pleased to see that the reports 
generally approved the preventive treatment of eclampsia rather 
than the operative treatment. He was rather surprised that a 
little more detail had not been given as to the results of Czesarean 
section, because it appeared in the paper on Cesarean section, 
which was read by Professor Munro Kerr, that not only was 








British Congress of Obstetrics and Gynecology 487 


the mortality in Caesarean section very high in cases of eclampsia, 
although the operation was performed in many cases under very 
favourable conditions, but also the mortality in subsequent labour 
in cases that had recovered from the Cesarean section. In one 
series of cases he thought not less than 16 per cent. of mortality 
from rupture of the uterus had to be put on the top of the very high 
mortality in Cesarean section for eclampsia. The reports had 
insisted upon the dangers of interference more than was necessary, 
either by accouchement forcé or by Cesarean section. 

A report that struck him very much was that from the Rotunda 
Hospital. He had only glanced at it, but the results were extremely 
interesting. He had always thought that Dr. Hastings Tweedy’s 
method of treatment was one that should be adopted, and for some 
years past he had adopted it, modified in some respects. 

Dr. Tweedy’s method of treating eclampsia was, he thought, 
on the right lines, but he would like to ask Dr, Solomons if he 
could tell them how many of the cases were said to be eclampsia, 
simply because they were in a state of coma, although they did not 
have fits. He did not know whether that was so at the present 
time, but when he had been over in Ireland he had occasionally 
seen women in a state of coma who, in his opinion, were not 
suffering from eclampsia. 

The only other point he wished to refer to was the remarkable 
statement by Dr. Leith Murray. It had been said that what 
Manchester thinks to-day London thinks to-morrow. He supposed 
what Liverpool thought to-day Manchester would think to-morrow. 
But, as a matter of fact he could assure them that in one respect 
they, in London, were a little ahead of the districts that Dr. Murray 
dealt with. Dr. Murray stated that only ten examinations of the 
brain were made in 800 cases of eclampsia. At his hospital in 
London he did not think there had been one single fatal case of 
eclampsia -and there were many of them—that had not had the 
brain examined. He hoped that in future there would be more 
than 10 cases out of 800 cases of eclampsia in which the brain had 
been examined. 


Dr. LAMOND LACKIE said he did not believe in using chloroform 
in eclampsia. In any toxic condition chloroform was a mistake. 
If an anesthetic was needed he was quite certain that ether should 
be given. An anesthetic was seldom required except in a few cases 
where fits came one after the other. The determining factor in 
producing the fits was of course high blood-pressure, and for the 
treatment of this he pinned his faith to veratrone. He was of 
opinion that 1 c.cm. was a dangerous dose and that not more than 
lc.cm, should be given. It was an extraordinary thing that in 
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general medicine veratrone did not seem to have the same effect as 
in eclampsia. He had asked several physicians in Edinburgh to 
tell him their experience of veratrone in albuminuria, and with one 
accord they told him they got no result at all; in fact it almost 
seemed as if this drug, which was a strong nervous and cardiac 
depressant, had also a specific effect in the treatment of eclampsia. 
He did not like morphine, but it had its uses. [He had found pilo- 
carpine very useful in spite of its dangerous reputation, especially 
in cases in which there was slight oedema or no oedema at all: [ven 
in some: cases in which the oedema was marked he had found it act 
like a charm. He agreed that active obstetric treatment should 
only be employed when it was absolutely necessary to aid the forces 
of nature, and in the great majority of cases when the patient went 
into labour very little help was required. 


Dr. BALLANTYNE said it was ten years since the British Medical 
Association had its meeting in Liverpool and a somewhat famous 
discussion on eclampsia took place. Sir William Smyly opened 
the discussion on the treatment, Professor Teacher dealt with the 
pathology, and the speaker had the assurance to lead off upon the 
etiology of eclampsia, a subject of which he then knew very little 
and of which he now knew considerably less. That was, he 
thought, the first occasion on which the theory of the possible effect 
of the disordered action of the endocrine organs in the causation of 
eclampsia was emphasized. Eclampsia was still with them and its 
treatment was still unsatisfactory. Opinion now leaned away from 
strong obstetric operations and leaned towards preventive measures ; 
but the death-rate, maternal and foetal, was still far too high for 
self-congratulation. But it was a very big and significant fact that 
although the disease was persistently resistant to curative treatment 
it was amazingly yielding to preventive treatment. If sufficient 
time was available prevention was almost invariably successful. 
That was a very significant phenomenon.  Intractable but preven- 
tible was a short description of the present position of eclampsia. 
Albuminuria was still the great distant danger signal; high blood- 
pressure, eye symptoms and epigastric pain were the near danger 
signals. Prevention was of the greatest value when called forth 
by the distant danger signal of albuminuria; it was of less value 
but still useful (if immediate) when called forth by the near, signals 
of danger, What proof is there of this? The following rather 
impressive figures. 

In 1921 in connection with the Edinburgh Royal Maternity 
Hospital out of about 2,700 confinements there were some 20 cases 
of eclampsia with the usual mortality of 24 or 25 per cent. The 
following figures from the ante-natal department were rather 
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significant. A little more than 800 of the expectant women attended 
the ante-natal clinic or had treatment in the ante-natal beds; that 
is to say, about one-third of the cases had some ante-natal treat- 
ment. He did not say it was always adequate, far less was it 
continuous for five or six months, as one would have wished. Too 
often it consisted of one visit within a few days of maternity. But 
still one-third of the total patients had ante-natal supervision of 
sorts. “Two hundred and fifty-four of those 800 expectant women 
had albuminuria, i.¢e., between a third and a quarter. All these 
patients, save one, had preventive treatment (dietetic always, and 
in the grave cases much more than dietetic). The one who had 
no preventive treatment developed eclampsia, and he would return 
to that extraordinarily teaching case in a moment. There were 150 
in whom albuminuria was detected on the first visit; of these 115 
had a trace, 28 had albuminuria plus, and seven had albuminuria 
double plus. One hundred and four had no albuminuria on the 
first visit but had developed it by the second visit or some subse- 
quent visit. Of these, 96 had a trace, six had albuminuria plus, 
and two had albuminuria double plus. Sixty-one of the albu- 
minuria cases were admitted during the year to the ante-natal beds, 
usually for a short period. Further, 25 were suffering from one or 
other of the venereal diseases. Out of the 254 patients (including 
the 34 with albuminuria plus and the nine with albuminuria double 
plus) only one developed eclampsia, and that was the one referred 
to who had received no preventive treatment. He recollected the 
case well. He almost implored her to stay in, for her labour was 
due in a few days and the distant and near danger signals were 
present. His staff, including the sister, backed up his request, but 
the woman was obstinately determined to go home, and the best 
they were able to do was to counsel her to take nothing but milk 
and water and return the next day. She went home, she had a full 
meal, and she did not return to the ante-natal department the next 
day but entered the general part of the hospital late in the following 
afternoon. She did not say that she had been at the ante-natal 
department, nor did she show the ticket that she had received then. 
She was delivered by forceps during the night; she had two or three 
fits. Both she and her child did well, so that in a sense no damage 
was done. Still she had eclampsia. She was the striking excep- 
tion which in his opinion abundantly proved the rule, the rule being 
that preventive measures prevented eclampsia. 

There were more than 20 cases of eclampsia in the hospital 
during 1921. All these except the one he had mentioned occurred 
in the two-thirds of the cases which entered the hospital without 
passing through the ante-natal department. In the other third, 
although there were 254 albuminurias, no case of eclampsia 








490 Journal of Obstetrics and Gynecology 


occurred except the woman who was seen once and who refused to 
go into the department for treatment and who neglected to carry 
out even the most elementary preventive treatment. 

He could speak also for the V.D. department which, like the 
ante-natal, was under his care. Notwithstanding the association 
of eclampsia with V.D. no case of eclampsia occurred in that 
department in 1g2t although there were a number (25) of albu- 
minurias. This year (1922) there had been two eclampsias, both 
of them venereal cases who received no ante-natal treatment of any 
sort, either for the venereal disease or for albuminuria. One had 
a serious attack, the other had a moderate one. Both recovered. 

Still they were both capable of being prevented had they been 
seen in time, 


Professor THOMAS WILSON. said that in eclampsia very 
occasionally there was no warning, but their experience in 
Birmingham, at any rate, was that in the immense majority of cases 
there were premonitory symptoms. When the patient came into 
the Hospital these had usually been present for days or weeks. 

The next point he wanted to make in view of the statistics that 
had been brought forward was this: a diagnosis of eclampsia 
without albuminuria was to be received with great distrust. A few 
years ago he read a paper, before the Royal Society of Medicine, 
on a case in which a patient died apparently of typical eclampsia, 
with coma and convulsions, but without albuminuria. On_ post- 
mortem examination it turned out that the patient had died of 
pneumococcic meningitis. That case had made him very sceptical 
of regarding any case without albuminuria as one of eclampsia in 
the absence of a post-mortem examination. 

It had been said that oedema was one of the important  pre- 
monitory symptoms. In his experience great oedema was not very 
commonly found before eclampsia; usually the oedema was quite 
small in amount, often hardly determinable. The warning signs, 
in addition to the high blood-pressure and the increasing quantity 
of albumin, were severe vomiting, headache and so forth. There 
was another of some importance that could be found if it were 
looked for; the increased diastase content of the urine. When a 
patient began to pass a high quantity of diastase eclampsia was 
imminent. As regards two of the symptoms that were usually 
called warnings of eclampsia, the severe epigastric pain which was 
very frequent, and amaurosis, he was in the habit of looking on 
these as symptoms of developed eclampsia. He meant that the 
eclamptic condition was already present, and that the kidneys, the 
liver, and other organs would show the typical pathological 
changes. The treatment they adopted generally at Birmingham 
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was on eliminative lines, the labour being treated on ordinary 
principles. 

He thought hope in the future lay not in the treatment of 
eclampsia after it had fully developed, but, as Dr. Ballantyne had 
pointed out, in treating albuminuria and the other symptoms as 
soon as they arose, and it was up to them to impress upon their 
students and fellow practitioners the immense importance of at once 
fastening on any suggestive symptom and starting the treatment 
without any delay. Patients with albuminuria should not be 
allowed to carry on their ordinary duties with the help of a bottle 
of medicine, but should be put to bed and treated seriously from 
the start. Only in that way would they be able to get an improve- 
ment in their results. 

The Chairman had referred to the operation of decapsulation. 
The speaker supposed it was true that a good many decapsulations 
had been unsuccessful, but last year he had a successful case greatly 
to his surprise. The patient was very ill of eclampsia and after 
her delivery had complete suppression of urine. Various means 
of medical treatment were tried without effect. Then, after 48 hours 
suppression he got a surgical colleague to decapsulate the kidney. 
There was no secretion of urine for another 36 hours, though there 
Was some watery discharge from the drained kidney incisions, 
After 36 hours the secretion of urine began again and gradually 
increased, and the patient left the hospital comparatively well. A 
few days ago he had tried to trace her and was informed that she 
remained pretty well at home for six months, and then had to be 
transferred to an asylum in which she was still an inmate. The 
audience might draw what inference they liked from her being in 
an asylum now; the fact remained that after three and a half days 
of complete suppression of urine the action of the kidneys was 
restored after decapsulation, 


Dr. FAIRBAIRN said he would confine his remarks to the question 
of prognosis and prevention, especially in regard to the importance 
to be laid on albuminuria and its degree. 

Now that there were more exact methods of investigating cases 
of toxeemia and threatened eclampsia the degree of albuminuria 
gave a very poor indication of the severity or prognosis in any 
individual case. The presence of albuminuria is the most useful 
and easily applied clinical test, but of little prognostic value, 
although a high degree of albuminuria is usually present in severe 
cases and almost invariably when convulsions occur. On the other 
hand, a trifling amount of albumen may be associated with a high 
blood urea and marked impairment of renal function, and, less 
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frequently, a large amount of albumen in the urine may be present 
with trifling diminution of renal efficiency. 

At St. Thomas’s Hospital this matter had been under investiga- 
tion for some time past, and in the paper by Dr. de Wesselow 
in the Spring number of the JouRNAL (Vol. 29, No. 1, page 21) the 
results from the examination of some 80 or go cases are given, 
and show the value of an accurate investigation of the renal 
function... Therefore, in the management of their cases and in the 
teaching of their students they ought to do what Professor Wilson 
emphasized, and that was to make it quite plain that all cases of 
albuminuria, however slight, should be carefully investigated, 
because even with a minor degree of albuminuria there might be a 
greatly diminished power of urea concentration with a high urea 
content in the blood and a high blood-pressure. Further than that, 
occasional cases might be met with in which there was no 
albuminuria but only suggestive symptoms of a_ pregnancy 
intoxication. All such suspicious cases ought to be under 
observation and have a full biochemical investigation of the blood 
and urine, 

He agreed up to a point with what Dr. Ballantyne said about 
the prevention of eclampsia, and was sure that a large percentage of 
cases could be prevented, but he did not feel sanguine that they 
would have much success until much more was known as to its 
causation. There were fulminating cases, such as those Professor 
Wilson referred to, which came on with great suddenness and too 
little warning to leave time for preventive measures. He had also 
had patients under observation and treatment in the ward who 
suddenly and unexpectedly developed eclampsia. They had been 
in hospital for some length of time in order to watch for any 
indications for terminating the pregnancy or of a_pre-eclamptic 
state, and yet occasionally they caused surprise by suddenly 
developing convulsions. A decided rise of blood-pressure was a 
valuable warning of danger, but the stage had not been reached 
at which it could be predicted that a toxzemic patient would or 
would not have eclampsia. 

He did not think that all the ante-natal care in the world would 
succeed in preventing eclampsia as Dr, Ballantyne would like, till 
we knew more of its causation and were able to discover the 
conditions precedent to the fulminating cases and were able to 
eliminate from among patients selected for observation and 
treatment the occasional cases that developed eclampsia in spite 
of all that had been done. 


Mr. FURNFAUX JORDAN said reference had been made to warning 
svmptoms. Of their 166 cases 114 had warning symptoms, and 
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only five out of the 114 had sent for a medical man until the last 
minute just before they were admitted into the hospital. The 
trouble lay not so much with the doctors as with the women. He 
thought every doctor and every midwife should be told that when a 
woman engaged them to attend her in her confinement she must 
be warned of the possibility of these symptoms, especially if she 
was a primigravida. She should be told that if she got the warning 
symptoms she must communicate with the doctor immediately. 
If that could be impressed upon all doctors and midwives they 
might be able to get women to go to the doctor when there were 
warning symptoms sooner than they went now. He had a firm 
conviction that a great number of cases of eclampsia would be 
prevented if they were taken in time. 

Sometimes after a woman had had eclampsia her husband came 
and asked, ‘‘ May my wife have another baby ?’’? Most likely she 
had lost her baby and she wanted to have children. ‘‘ Will it be 
safe for her to have another baby ?’’ [Tle did not know whether 
he was right or not, but he always replied, ‘‘ Certainly she may. 
If she has a diet of milk, butter, cheese, and eschews meat you 
need not have any fear.’’ He had not seen eclampsia occur twice 
in the same patient. He should like to know whether such cases 
had occurred. He knew two ladies who had very bad eclampsia 
in their first confinement who had since had, respectively, five and 
three children without any sign of eclampsia at all. He did not 
know what the general census of opinion was, but he believed 
they would be perfectly right in telling women that if they had had 
eclampsia that was no reason why they should not have another 
baby. 


Dr. FREDERICK EDGE suggested that in future statistical reports 
should be taken of the results of eclampsia. He thought that in 
the text-books, and generally in their own minds, they had had 
too mild an opinion of the sequelz of eclampsia. He knew a 
doctor’s wife who had epilepsy following a very marked eclamptic 
attack, without, so far as he could tell, any previous cause for 
epilepsy. 

Also he should like to know the results on the eye— especially 
on the eye because he thought in studying the eye they were told a 
great deal of the damage done to the brain and other nervous 
tissues. If that was made part of the system of reporting he 
thought it would be very useful. It was quite certain that many 
of these people who got well suffered permanent damage. That 
would also influence them in advising a patient as to whether she 
was fit to have another child. 
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Miss FRANCES IVENS said in this discussion she only wanted to 
touch upon one point in connection with the method of treatment- 
Ceesarean section. She was quite in agreement with those who 
considered that in advanced cases, almost moribund cases, 
Cesarean section was useless. But she was of opinion that in the 
extremely serious pre-eclamptic condition, or in the early stages 
of eclampsia, it was the most satisfactory method of treatment. 
Performed under good conditions, the mother’s interests were 
identical with the child’s and there was a reasonable hope of saving 
both. 

Her experience of this method of treatment under such condi- 
tions was limited to three cases, All these patients were under 
observation ; they were all being treated for various pre-eclamptic 
symptoms. In case 1, there was scanty urine containing 
20 grams of albumin per litre. There was high blood-pressure and 
vomiting, with very marked anasarca in a primigravida ; 7) months 
pregnant. After operation there was stertorous breathing, but no 
fits developed, and recovery was complete. The patient’s baby 
was born alive, but weighed only 3}1b., and succumbed to 
haemorrhages when nearly a week old. 

In case 2, primigravida of 19, the indication for Caesarean 
section was strengthened by the fact that the pelvis was 
contracted. There was marked anasarca extending to the abdomen, 
scanty urine, containing 3 to 4 grams of albumin to the litre. The 
ammonia ratio was 13 per cent. and the diastase 100 units. Vomiting 
and headache developed and the Czesarean section was done just 
before term. Both mother and child did well. 

In case 3, the patient had been under treatment for weeks for 
albuminuria and oedema, and was nearly at term. In this case 
there was an increase in the albumin and marked epigastric pain 
followed by an eclamptic fit, and another took place before the 
Czesarean section could be arranged. The patient was not in 
labour. Although the patient was exceedingly ill recovery took 
place; mother and baby survived. A slight degree of albuminuria 
persisted in this case, and shortly after the operation the spleen 
was noticed to be enlarged, the cause of the increase in size being 
doubtful. 

She quite agreed with the speakers who said the after history 
of these cases should be gone into very carefully. It seemed to her 
that was a field in which they might learn a great deal. Miss Ivens 
also emphasized the need for further pathological research in pre- 
eclamptic conditions. 


Mr. CLirFoRD WHITE said two or three people had raised the 
question of the importance of the premonitory symptoms of 
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eclampsia, so he ventured once again to draw attention to the 
importance of testing the patient’s tolerance to bicarbonate of soda. 
It had been a very considerable help to him on several occasions, as 
recorded in detail in the Lancet in 1920. An ordinary person who 
was given 5 grammes of bicarbonate passed alkaline urine in two 
or three hours, whereas a patient suffering from the toxzemia of 
pregnancy could take over 10 grammes and still pass acid urine. 
He had tried this in cases of toxzemia and in cases of eclampsia 
and he had help from it. In many cases it gave an early warning 
of impending trouble. Recently it helped him very much by 
pointing out that a case which he thought was eclamptic coma was 
not; it turned out to be encephalitis lethargica. He rather won- 
dered whether, instead of dividing cases into serious and mild 
according to the presence or absence of certain symptoms, it would 
be possible to get some kind of an idea of how much acidosis was 
present as a means of classification. That would be surely more 
scientific than merely taking symptoms such as coma and _ blood- 
pressure. 


Mr. Bourne said he wished to say very briefly how valuable in 
some ways the collection of this enormous amount of statistical 
material had been in consolidating their ideas of certain clinical 
and etiologcal facts; but obviously it had not helped them any 
further towards discovering the causation of the disease. They 
were just as far to-day from elucidating this problem of the disease 
as they were 20 or more years ago. It was obvious that a great 
amount of research work had vet to be done. He supported the 
suggestion that there should be some unity of treatment. He could 
not help feeling that the excellent results from Dublin were due, 
not so much to the precise method of treatment indulged in, which, 
after all, was largely based upon an unproved theory, as to the 
fact that there was uniform treatment throughout. Obviously the 
patients were not killed by the treatment. He thought that in 
some other centres the patient’s life had been jeopardized by the 
extraordinary amount of poisonous materials which had_ been 
administered. Until they got some unity of treatment not only 
could they not compare results, but also he did not think they 
would make much further progress. However, in London they 
intended to make a start by unifying the treatment, and he hoped 
that in the future it would be possible to do something in that 
way. If London would formulate a programme of treatment on 
certain lines, and other centres would undertake treatment on other 
lines, in- five years time they could meet and compare the results 
in large numbers of cases, treated with a unity of principle. The 
Committee system which had been adopted for research on this 
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matter had been of very great value. He thought it was immensely 
more valuable than research work carried on by one individual. 
The Committee system got together a far greater amount of facts 
and the results would have much greater value. 


Dr. OLIPHANT NICHOLSON said that in considering the question 
of prognosis in eclampsia it was essential to bear in mind that the 
disease in a primigravida was generally quite a different thing 
from what it was in a multipara. What might be called the classic 
type of case was seen in the primigravida. The condition was 
usually a very acute one, in which the premonitory symptoms were 
of very short duration; generally a few days; sometimes a few 
hours, arid occasionally absent altogether. 

Suppression of urine, more or less complete, was far the most 
striking and remarkable feature in these cases, and at some period 
of the illness the scanty urine was so heavily loaded with albumen 
that it became solid on boiling. Therefore he did not think that the 
quantity of albumen in eclampsia cases was a point of much 
significance in prognosis. In this class of case there was another 
constant feature—the urine was always deficient in urea. As a 
rule fits were frequent and severe. The blood-pressure was always 
considerably raised, and commonly there was much general solid 
cedema. Intra-uterine death of the child was apt to occur. In 
favourable cases the secretion of urine became re-established ; the 
urea Output increased, and recovery was complete. In less than a 
week the urine might be free of albumen. 

In the primigravida, then, the mode of onset and the clinical 
features were more or less similar in every case, so one could 
attempt to frame rules for correct prognosis, and could observe 
the results of one line of treatment. 

When eclampsia occurred in a multipara there was no 
uniformity at all about the mode of onset, which was generally of 
slow development, and the symptoms were so variable that the 
cases could not be placed in a group; some form of pre-existing 
renal disease was generally present, and that modified the clinical 
picture very much. When puerperal convulsions occurred in 
multiparz opinions regarding prognosis and the results of treat- 
ment were very difficult to state correctly. 

In the classical type of eclampsia the sudden interruption of the 
secretion of urine was, in his opinion, far the most important thing 
to consider. If renal action could not be re-established the patient 
died. In prognosis the presence or absence of diuresis after 
delivery was the vital thing; increase in the urinary secretion and 
rising urea excretion signified recovery. 

The sudden arrest of urine in a primigravida, who did not 
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seem to be really ill, was an exceedingly striking feature. It 
was the “‘ fuse ’’ to the subsequent explosion, and must be correctly 
interpreted. It could only arise from some profound disturbance 
of the circulation through the kidneys. He (Dr. Nicholson) had 
always regarded this kind of anuria as due to a_ physiological 
cause rather than to a pathological process. Some toxic amine 
circulating in the blood-stream— whether elaborated in the large 
intestine or the placenta, or both was quite capable of producing 
the kind of alteration in the renal circulation which would result 
in complete anuria. The amine was similar to adrenalin both in its 
chemical composition, and also in its action on the arteries. He 
believed that the acute pulmonary oedema which was such a danger 
in eclampsia, was likewise brought about by the adrenalin-like 
toxin; experimental work by Brodie on the action of adrenalin on 
the pulmonary blood-pressure strongly supported this view. Acute 
pulmonary oedema as it occasionally occurred in normal pregnancy 
and labour, and also in certain elderly patients with anginal 
symptoms, seemed to be sometimes of physiological origin— 
possibly temporary flooding of the circulation with this adrenalin- 
like amine. 

Taking anuria as the vital symptom to treat in this acute type 
of eclampsia, both morphia and veratrone were prompt and potent 
vaso-dilating remedies and most likely to correct rapidly the 
abnormal circulatory conditions in the kidney set up by the toxin. 
Half a grain of morphia was the smallest useful dose ; it acted then 
as a widespread vaso-dilator, and caused profuse diaphoresis. It 
was specially useful in primigravide ; in multiparz it must be used 
with considerable judgment and caution. It tended also to subdue 
the convulsions. But when fits were frequent and severe, veratrone 
was as nearly as possible a perfect remedy. Its pharmacological 
action on heart and circulation, spinal cord and voluntary muscles 
was such that convulsions might be quite prevented. Like morphia 
it acted on the renal circulation in such a way as to re-start the 
flow of urine. It was a most comforting and valuable remedy. 

The essential principle of treatment in the acute type of 
eclampsia was vaso-dilatation, by morphia or veratrone, to re- 
establish the flow of the toxin, combined with gastric and colon 
lavage to carry toxin already elaborated out of the body. 


A paper was read by Dr. Gipson FitzGippon on “ The 
Relationship of Eclampsia to the other Toxzemias of Pregnancy,” 
see page 402. 

A paper by Mr. T. G. STEVENS was read by Mr. A. W. BourRNE 
on “ Treatment of Eclampsia by Veratrum Viride,”’ see page 426. 


I 
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A paper was read by Mr. A. W. Bourne on ‘ A case of 
Kclampsia treated by Veratrone,’’ see page 432. 

The discussion was then resumed. 

Dr. GrireitH asked Dr, Eden to explain what was meant by 
deaths from eclampsia. The discussion was of great value and 
showed the necessity for uniformity on the part of the various 
Committees who were undertaking this research. But were all 
agreed as to what was meant by the term ‘‘ eclampsia’’? Were 
not convulsions merely one phenomenon of the general disease 
which was more widespread and was not confined to the appearance 
of convulsions? = In Dr. Fitzgibbon’s communication toxzemic 
cases were included, but those were not strictly eclampsia, and 
the necessity for some generally agreed definition of what they were 
discussing and what the Committees were investigating was 
obviously of great importance. 

He emphasized what other speakers had mentioned—the 
necessity of co-ordination. Perhaps the investigation could not be 
exactly uniform in all parts of the country, but it should be on the 
same general lines, as far as possible, so that there might be a real 
comparison of results. The discussion and the reports which they 
would be able to study would be of the greatest possible value. 


Dr. EDEN, replying to the previous speaker, said the sentence 
which spoke of deaths attributable to eclampsia referred to the 
clinical diagnosis of the cause of death which appeared in the 
record. It did not in all cases rest upon any post-mortem examina- 
tion. 

What had been said that morning would prove of great value 
to those who had been working on the reports. They were a little 
discouraged when the results began to come out, because it seemed, 
as one or two speakers had rubbed into them, thai they had 
produced nothing new, and had not advanced the matter very 
much, but he thought, as a matter of fact, they had made a little 
progress. There was a certain amount of unanimity of opinion 
nowadays on one or two things, In the first place, that active 
interference was to be deprecated. In that respect he had listened 
to the remarks of Miss Ivens with some regret. If she would allow 
him he should like to say that she should not form an opinion 
of the value of Caesarean section in eclampsia from experience of 
three cases. Eclampsia was a rare condition and each one must be 
prepared to correct his own impressions by the general impressions 
and by the work of others. 

If Caesarean section was looked upon as a whole he thought 
there was no doubt that the results were certainly not good. It was 
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introduced by Diibessee in 1891, and he advocated Czesarean 
section after the first fit; this was done in Germany very largely for 
years, but it was being dropped when war broke out. 

The most striking communication the Congress had received 
was from Dublin. They had sat under Dublin before, and 
personally he was prepared to do so as long as Dublin was 
producing work as valuable as this. It was very important work 
indeed, and he had nothing but admiration for the splendid results 
which were shown. Fle was not prepared to accept Dr. Hastings 
Tweedy’s theory, but that did not detract from his admiration of 
the results which had followed from the treatment. He understood 
Dr. FitzGibbon himself was not entirely a convert to Dr, Tweedy’s 
theory, but there was no doubt that it had been extremely success- 
ful. However, there were one or two things he would like to point 
out about it. In the first place, the latest report by Stroganoff 
before the great war, a series of something like 600 cases with a 
mortality of 8.0 per cent., which was better than Dublin. Zweifel, 
in 1913, reported a series of 84 cases from Leipzig with what he 
called a modified Stroganoff treatment, which included venesection, 
morphia and milk diet, with a mortality of only 5.9 per cent. So it 
was not proscription of food and limitation to water that was the 
sole element of success in the Dublin method. There was another 
point to be considered. He had often thought that there might be 
a difference in the disease which was called eclampsia in different 
countries and in different districts. The reports showed one very 
striking point in favour of that view. From the North of England 
report it appeared that the mortality in Manchester was nearly 
double that in Liverpool. Now they were not going to insult 
Manchester by supposing that eclampsia could not be treated there 
as well as it was in Liverpool, and the probable explanation was 
that Manchester was dealing with a different type of the disease. 
Perhaps the Irish tvpe of the disease was different. The Irish race 
had been subject to convulsions throughout its history, and it 
was quite possible that the disease dealt with there was different 
If they selected from the London report, the cases which they 
were able to classify as mild, they could show as good a mortality as 
Dublin could, but if they took all their cases together, with a 
high proportion of severe cases, of course the results came out very 
badly. 

This all proved that they were only at the threshold of the 
inquiry. They had begun.and he hoped they would not leave 
it there. If they did they would not really advance the question 
very much, but if they could agree to apply say two or three simple 
schemes of treatment, and test them in different parts of the 
country, they would in a few years get results which would be of 
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very great value, which might bring them absolutely into line with 
Dublin or alternatively they might bring Dublin into line with 
them. It was worth trying and they in London proposed to take 
the initiative. They had drawn up a series of suggestions to be 
sent to the other societies participating in the Congress asking 
them to join in a further inquiry into the results of the treatment 
upon organized lines. 


Dr. SOLOMONS said Dr. Fitzgibbon and himself did not leave 
Dublin because of the firing, but came over to the Congress with 
the hope that they might be able to convert this section and others 
to the treatment practised in Dublin. Neither of them had any axe 
to grind. Personally, he was absolutely keen on the treatment 
because of the extraodinary results following its use in the cases in 
Dublin. Some of them could not be more severe. Needless to say 
there were many not so severe, but he had seen cases in which 
artificial respiration had to be done, oxygen adminstered, and they 
recovered. Ile could not imagine worse cases than the bad cases 
that occurred in Dublin. Ele said this because it had been 
suggested that Irish eclampsia was of a different breed to the 
eclampsia elsewhere. It was very pleasing to hear physicians 
of the standing of Dr. Herbert Spencer, Dr. Eden and others 
stating that they approved of this treatment and had followed it. 
Dr. Herbert Spencer said he had followed it to some extent. It 
seemed to him if people would agree on unity and if that unity 
consisted of following the Dublin treatment the results would be 
very remarkable. 

It was absolutely no use to follow this treatment if every item 
in the treatment was not followed. It was no good saying, ‘‘ We 
are washing out the bowel’’ if the patient was not kept on her 
side while she was unconscious. Every single point in the treat- 
ment must be meticulously carried out. During the last two years 
of Dr. Tweedy’s Mastership he and Dr. Freeman (who unfor- 
tunately was not now alive) were Dr. Tweedy’s assistants, and they 
were extraordinarily keen on every point in the treatment. They 
did not lose a case, and that was largely due not only to the 
treatment but also to the watching of the patient and preventing 
drowning with mucus. 

Dr. Herbert Spencer had asked whether there were any cases 
classed as eclampsia in which the patient had albuminuria with 
no fits. This was given as one of the diagnostic points in 
eclampsia. In the series of 204 cases which he investigated, of 
which he had a full table in his bag but it was too voluminous to 
be printed, there was no case included in the list in which there 
were no fits. 
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The Chairman spoke about a case in which the diet was 
practically nothing. That was exactly what they objected to, the 
word ‘* practically.’ The diet must be nothing, not practically 
nothing. 


Dr. ItrZG1BBoN said he considered toxzemia was the disease and 
eclampsia was one possible symptom of it. Eclampsia could not be 
treated in a separate watertight compartment. He thought in 
Ireland they had proportionately a smaller number of eclampsia 
cases, That arose largely, he believed, from the origin of 
eclampsia. It occurred among the well-to-do artisan class, which 
was unquestionably a class who were big feeders. They were not 
the really poor class. One of the characteristic remarks that these 
people made--the husband or the relative—when they came to the 
hospital was, ‘‘ It is extraordinary she should be so seriously ill. 
She was always so well; her appetitite was so good.’”’ The best 
criterion of health amongst them was the capacity of consuming 
food, not of digesting it. For that reason a lot of those patients 
were credited with being well, but though they ate enormously 
they were not quite well. 

In preparing his statistics he had very little to go upon from 
other hospitals. He had the reports from St. Mary’s, Manchester. 
There they had every sort of variety of treatment, but they had a 
deplorable mortality in eclampsia. Seventeen patients out of 39 
died. He did not think the eclampsia was any worse than it was 
elsewhere, but the patients were not treated on uniform lines. 

They had people saying that Dr. Tweedy’s system was carried 
out when, in fact, it was not carried out. It was a colossal thing 
to wash out the rectum as they carried it out, and these other 
people did not carry it out in the same way. He had talked to 
medical men and shown them the treatment, and they said they 
had previously no conception what the treatment was. The patient 
should not be described as getting that treatment unless she really 
had got it. Dr. Solomons had already emphasized that fact that 
they wanted all their points to be carried out. 

He was perfectly satisfied that he lost his two first cases of 
eclampsia in the maternity hospital from nothing but suffocation. 
They were both in a dark room because for some reason or other 
somebody had stated that light brought on a fit. He thought that 
was one of the worst things they had to deal with in eclampsia. 





The morning session then ended. Afternoon visits were paid 
to the Royal Infirmary, the Hospital for Women, and the Stanley 
Hospital to see operations by Professor Blair Bell, Dr. Gemmell, 
Dr. Leith Murray and Miss Ivens. 








502 Journal of Obstetrics and Gynecology 


The Annual Dinner was held in the evening, Mr. HAaroLp 
CLIFFORD in the chair, the Vice-Chancellor of the University of 
Liverpool and the President of the Liverpool Medical Institution 
being the chief guests. 


PATHOLOGICAL MEETING, JULY rst. 
Dr. BETHEL SoLoMONs, President of the Obstetric Section, 
Royal Academy of Medicine in Ireland, in the chair. 
Business meeting held and the following Executive Committee 
elected : 
Dr. T. W. Eben (Royal Society of Medicine.). 
Dr. R. W. JOHNSTONE (Edinburgh Obstetrical Society). 
Prof. BLark BELL (North of England Obstetrical and Gynaco- 
logical Society). 
Pro!. EWEN MACLEAN (Midland Obstetrical and Gynecological 
Society). 


Dr. R. A. Henpry described a Method of preparing Bony 
Specimens for the Museum. 

Prof. BLAIR BELL read a paper on “ Endometriomata of the 
Gvary,’’ see page 443. 

Dr. FLETCHER SHAW and Dr. W. R. Appis (Manchester) 
showed a specimen of and read a paper on ‘* Adenomyoma of 
recto-vaginal space associated with tarry cysts arising in islands of 
adenomyomatous tissue in the ovaries,’’ see page 452. 

A discussion then took place on Prof. Blair Bell’s paper and 
Drs. Shaw and Addis’ specimen. 

Dr. FAIRBAIRN was in favour of the term ‘‘ endometroma ”’ intro- 
duced by Prof. Blair Bell, and referred to a large adeno- 
myomatous cyst he had had. 

Dr. EpEN said that these specimens, though similar to one 
another, appeared to him to be essentially different. Prof. Blair 
Bell’s specimen showed that the cyst contained essential epithelial 
and connective-tissue elements of the endometrium, and, further, 
that these elements were in all probability in a condition of 
functional activity inasmuch they they gave rise to haemorrhage 
having the distinctive character of menstrual blood. The uterus in 
this case was normal, the pathological condition being primary in 
the ovary. The specimen from Manchester, however, showed that 
the cyst wall contained, in addiiion to the same endometrial 
elements as the Liverpool one, bundles of non-striped muscle and 
fibrous tissue like those of the uterine walls. Further, there was in 
the posterior wall of the cervix an adenomyomatous tumour, and 
the assumption was that the ovarian growth was an invasion either 
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by direct contact, or otherwise, from the adenomyoma. Clinically 
speaking, these bilateral blood-cysts of the ovary formed a group 
by themselves, having not only definite clinical features, but also a 
pathology quite distinct from that of the proliferating cysts. They 
had been a puzzle to all observers hitherto, and he believed the 
observations reported to the Congress this morning might be taken 
as pointing to the true explanation of their etiology. It would well 
repay some pathologist to examine the museum specimens of these 
cysts for it was very likely that endometrial elements would be 
overlooked unless a careful search was made for them. 

Mr. CHRISTOPHER MARTIN suggested the similarity of endo- 
metriomata of ovary to dermoids; uterine tissue was also found in 
dermoids. 


Dr. HERBERT SPENCER did not believe in the term ‘ endo- 
metrioma; he was in favour of the idea that these growths arose 
from local infection, they were not confined to pelvic organs 
but occurred in the pleura and pericardium. 


Professor BLAIR BELL, in reply, said that he adhered to the terms 
endometrioma’’ and ‘‘endometriomyoma’’ as being’ scientifi- 
cally accurate for the reasons he had given. An adenomyoma was 
a different type of tumour in which menstruation and the other 
functions of the endometrium did not occur. 

With regard to Dr. Herbert Spencer’s remarks, Professor Blair 
Bell was surprised to hear the idea revived that these tumours 
arise from local infections. He thought it had long been dead and 
buried. Moreover, Dr. Herbert Spencer’s statement that endo- 
metriomyomata had been found in the pleura and pericardium was 
without foundation. Endothelial inclusion-cysts may occur in 
these situations and in the peritoneal cavity, but these are of a 
character totally different from the tumours under discussion, which 
have a developmental origin. In the case of an ovarian endo. 
metrioma some essential uterine tissue -that is, elements from 
which endometrium is developed—is included in the tissue which 
eventually forms the ovarian stroma. 


Dr. FLETCHER SHAW, in reply, said: 

In reading the literature of -adenomyoma, as indeed in the 
present discussion, one is struck by the disproportionate interest 
taken in the endometrial, to the neglect of the muscular elements. 

I would therefore like to lay especial emphasis on the presence 
of unstriped muscle in the ovarian tumour, in the Manchester 
specimen. 

In the section of the right ovary shown unstriped muscle occurs, 
not merely as a few isolated fibres, but as a clearly defined layer 
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underlying the stroma and forming indeed a considerable part of 
the new formation, 

As to the question of a direct spread from the uterus. In the 
right ovary this can, | think, be definitely excluded as there was 
no contact between it and the uterus. Further, as the condition is 
obviously much more advanced in the ovaries than in the uterus, 
the ovarian is taken to be the primary focus, and that invading the 
uterus from the recto-genital space, to be an implantation metastasis 
from a ruptured cyst. 

Dr. LAMOND LACKJE showed (a) Placental tissue retained in the 
uterus for 1g months; hysterectomy. (b) Chorionepithelioma 
occurring in Tubal Mole. 

Dr. STRACHAN referred to James Young’s theory that the main 
nutritive supply of placenta is from maternal vessels, 

Dr. HERBERT SPENCER had not known a case in which placental 
tissue had been retained so long, and referred to the medico-legal 
aspect as regards the question of legitimacy of such a pregnancy. 
Ile asked why the cervix was not dilated up and the placental tissue 
removed that way. 

Dr. BETHEL SOLOMONS asked what operation was done for the 
chorionepithelioma. 

In reply, Dr. LackiE said that he could not have removed the 
specimen per vaginam. He had only removed the tube and ovary 
in the chorionepithelioma case; the diagnosis was not made till 
after the operation. Nothing further had been done so far. 

Drs. GEMMELL and HeNpRY showed a specimen of Double 
Uterus and Vagina; also Split Pelvis from the same _ case. 
(Case originally published in the British Empire Journal, Jan. 1913.) 
The patient had died since the original publication, so the actual 
specimens could now be shown. 

Mr. CHRISTOPHER MARTIN asked if both uteri menstruated at 
the same time, and Dr. GEMMELL replied that menstruation was 
quite regular, 

Mr. H. Retp showed a specimen of Secondary Carcinoma of 
Ovary with four months pregnancy (primary growth in stomach). 

Dr. FRANCES IVENS showed (a) Specimens from a fatal case of 
Post-partum Eclampsia. (b) Necrobiotic changes in Fibroids 
associated with pregnancy. 

Dr. FitzG1BBon asked what diet was given to the fatal case 
of eclampsia. He thought Miss Ivens very brave to do hysterec- 
tomy in a case which had had pulmonary embolism. 

Miss IvENS replied. 

Dr. R. A. HENDRY showed a specimen of Dermoid Cyst of 
the Vulva. 

Prof. BLAIR BELL showed a specimen of Tubal Mole removed by 
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salpingotomy. There was very little blood in the peritoneal cavity 
and the tube and corresponding ovary were found to be free except 
for a few light adhesions. After incision of the tube and retraction 
of the walls the mole dropped out. The incision was closed with 
catgut sutures, and the tube and ovary were suspended in the round 
ligament. The patient made a good recovery. Prof. Blair Bell 
said such a procedure was feasible only when the tube and ovary 
were not bound down by adhesions, or the tube ruptured. 

Dr. BETHEL SOLOMONs raised the question of possible further 
pregnancies in the same tube. 

Dr. HERBERT SPENCER thought that the patient would be very 
liable to get another tubal pregnancy, and that it was rather 
a mistake to leave the tube because of this extra risk. 

Dr. GiBpBoN FitzGiBBon thought the opportunity of conserving 
the tube very seldom arose, but he had met two cases—one of tubal 
abortion and the other with the tubal mole projecting through the 
fimbriated end; he removed the mole and conserved the tube in 
in both cases. He thought such a procedure was only in conson- 
ance with the present day conservative treatment of the genital tract. 
If the tube was apparently healthy it would probably recover and 
there would be no inherent cause of recurrence of atubal pregnancy. 

Prof. BLAIR BELL, in reply, said that he felt he must enter a 
protest, in view of the remarks made by most of the speakers, 
against what seemed to be the greatest danger to the progress 
of gynzecological surgery, namely, that radical procedures alone 
appeared to obsess the minds of many gynecologists. He believed 
that the great advance of the future lay in improvements in 
technique in regard to conservation of structure and function, and 
in the limitation of radical procedures to the removal of irreparable 
lesions causing symptoms or likely to endanger life and health. 
He was of the opinion that even though our efforts to-day in 
the direction of conservation might only be partly successful, those 
who follow will have the way to success simplified by our present 
endeavours, 

Dr. GEMMELL showed a specimen of Sarcoma of the Omentum. 

Dr. PursLow showed a specimen of Unilateral Hamatocolpos, 
Hzematometra and Hzematosalpinx. 
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Obituary. 


Sik EDWARD MALINS, M.Sc. (Birm.), M.D. (Edin.). 
F.R.C.P. (Lond.). 


WE regret to have to record the death, on July 23rd, of Sir Edward 
Malins, one of the founders and original directors of this JOURNAL. 
Sir Edward was in his 81st year, and continued to practise until two 
or three months before his death. 

The youngest son of Dr. Samuel Malins, one of the founders 
of the Liverpool School of Medicine, Malins was educated at 
King Edward’s School, Birmingham, and afterwards articled to 
Dr. Thomas Underhill, of Great Bridge. He then went to Edin- 
burgh and took the degree of M.B., C.M., in 1866, the M.D. degree 
following in 1869. In the latter year he commenced general 
practice at Cradley Heath with marked and rapid success. Three 
years later, in 1872, he removed to Birmingham, where he spent the 
remainder of his life. He was early appointed Medical Officer 
of the old Birmingham Lying-in Charity and the Women’s 
Hospital, and in 1876 was elected Obstetric Physician to the 
General Hospital when the special department was first opened. 
This appointment he held for 25 years, when he became Consulting 
Obstetric Physician. In November 1894, when the old medical 
school of Queen’s College was transferred to Mason Coilege, which 
was ultimately merged in the University, he was appointed 
Professor of Obstetrics, and this position he held for 18 years. 
On his resignation in 1912 the Court of Governors conferred upon 
him the title of Emeritus Professor. 

Shortly after coming to Birmingham Sir Edward became a 
Member of the Royal College of Physicians, and in 1g02 was 
elected a Fellow. In 1go1 the Birmingham University conferred 
upon him the degree of M.Sc., and in the same year he was elected 
President of the Birmingham Branch of the British Medical 
Association, choosing for his address the subject of Midwifery and 
Midwives in its historical aspect. He was President of the Midland 
Medical Society in 1882, and in 1903-4 and 1904-5 he became 
President of the Obstetrical Society of London. Sir Edward was 
also President of the Section of Midwifery and Gynzcology at the 
meetings of the British Medical Association at Bristol, Ryde and 
Birmingham. 
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At various times he officiated as examiner in his subject for 
the Conjoint Board, for the University of Bristol, the Victoria 
University of Manchester, and the Central Midwives’ Board. He 
made many valuable contributions to medical literature, and wrote 
the section on Uterine Inversion in ‘* Allbutt and Playtfair’s System 
of Gynecology.’ For his essay on the Pathology and Treatment 
of Diseases of the Ovaries in 1873 he was awarded the Hastings 
Medal of the British Medical Association. 

Thirty years ago, when | became his junior colleague at the 
old General Hospital, Malins had already been in practice in 
Birmingham for 20 years, and his name was a household word in 
the city and a large surrounding district. 1 was at once impressed 
by the constant and punctual discharge of his hospital duties and 
by his devotion to any sympathetic interest in his patients, as well 
as by his knowledge and skill. His patients looked up to him 
with esteem and respect, and returned his care with real affection. 
In the students he took a close and kindly interest, and to his 
colleagues, and especially the juniors, he was ever considerate and 
loyal. When illness or misfortune overtook those who had worked 
with him his ready sympathy, and, when needed, his generous help 
were unobtrusively given. Malins became a specialist by virtue 
of a long and arduous training, first by apprenticeship, then by the 
usual course in the University of Edinburgh, and afterwards by 
some years in busy general practice. Before leaving Edinburgh he 
had become assistant to Sir James Simpson, and had been House 
Surgeon to the Royal Maternity Hospital, and so had acquired a 
sound practical acquaintance with the principles of midwifery and 
diseases of women. Through the whole of his life his mind 
remained open to new ideas, and he earnestly and successfully 
strove to keep abreast of advances in knowledge and practice, as the 
speciality developed from the era of mechanical pathology and 
pessaries to that of more modern surgical and scientific methods. 

As professor in the University, Malins took the greatest pains 
to keep his teaching on the highest and most advanced level, was 
assiduous and punctual in the discharge of his duties, and possessed 
the esteem and regard of the students to a marked degree. As an 
examiner he was impartial, patient and considerate. A large part 
of his life was devoted to the services of the General Hospital 
and of the University, in both of which he took a profound interest, 
giving to them of his best. Outside his professional work he had 
many interests. A devoted and hard-working churchman, he 
practised his religion without ostentation in his daily life. In 
political and social matters he took an active nterest, and of general 
literature he was a diligent and widely read student. At the 
University Graduates’ Club, of which he was twice president, he 
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was a regular attendant and was one of the most valued and 
interesting speakers. In daily intercourse Malins bore himself 
with quiet and unassumnig courtesy. To him came many honours, 
unsought, modestly accepted, and sustained with dignity. Among 
them, the most welcome to his local brethren, and, | think, to 
himself, was the highest in the power of the members of his 
speciality to bestow, the Presidency of the London Obstetrical 
Society, to which office he was the first provincial member to be 
elected. His presence and example will be missed in many circles, 
and his place will not readily be filled. 

Sir Edward Malins, who was knighted in tgi9, and was a 
J.P. for the county of Warwick and for the city of Birmingham, 
married, in 1869, Mary, daughter of Edward Owen, C.E., by whom 
he had five sons and one daughter. His eldest son, Dr. Herbert 
Malins, is in practice at Warwick, and was recently Mayor of the 
town. Te We 


GORDON LEY. 


GORDON LryY was killed in an aeroplane accident on June 3rd. 
Only 36 years of age at the time of his death, he had concentrated 
into his short career a volume of work such as men, many years 
his senior, might well feel content to have achieved. 

Ile was educated at Malvern and the London Hospital, qualify- 
ing in 1908, and becoming F.R.C.S. (fng.) in 1912, and M.R.C.P. 
in 1913. He had a brilliant career as a student and showed an 
‘arly interest in Obstetrics an] Gynzecology by winning the Prize 
awarded in these subjects. After acting as Pathological Assistant at 
the London Hospital, he went as [louse Surgeon to the Royal 
Gloucester Infirmary in 1910; from there he was appointed to the 
posts of junior and senior resident Medical Officer to Queen 
Charlotte’s Hospital. It was this appointment which determined 
his choice of a career; he took up the study of Obstetrics with 
enthusiasm, and his great natural ability and untiring energy soon 
became apparent. In 1913, he was appointed Pathologist to the 
Chelsea Hospital for Women; in 1914, Obstetrical Registrar and 
Tutor to Charing Cross Hospital, which appointment he held 
almost up to the time of his death; in the same year, Pathologist 
and Registrar and, in 1919, Assistant Obstetric Surgeon to the City 
of London Maternity Hospital; and in 1918, Gynecologist to the 
Hampstead Hospital. Both the latter appointments he held up to 
the time of his death. 

Unable, for reasons of health, to join the Medical Service of 
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the Army, he volunteered at the outbreak of war to act as Resident 
Medical Officer to the City of London Maternity Hospital, and 
remained in that capacity until after the Armistice; the amount of 
work that this entailed may be realized from the fact that during 
the latter part of the war all the members of the Medical Staff 
(with the exception of the Senior Surgeon, who was away from 
london on military duty for one half of every week) were on 
Active Service with the army abroad. Gordon Ley, therefore, acted 
in the capacities of the Medical Staff, the Pathologist and the 
Resident Medical Officer combined. This, in itself, was enough to 
occupy the whole time and energy of any ordinary man. But it 
was not by any means enough for Ley; for, besides carrying on 
his duties at Charing Cross and Hampstead General Hospitals and 
the Chelsea Hospital for Women, he, in addition to this amazing 
list of duties, acted as Obstetric Registrar and Tutor, and, from 
1917 onwards, as Acting Assistant Obstetric Surgeon to the London 
Hospital; even this did not satisfy this insatiate man, for during 
the same period he became Consulting Obstetrician and Lecturer 
to the Jewish Maternity Home, Underwood Street, took his turn 
of duty at Lady Howard de Walden’s Maternity Home for the 
Wives of Officers, and lectured all the years of the war twice a 
week at the Midwives’ Institute. How he survived the strain of all 
this work was a continual source of wonder to evervone who knew 
him; for he was a man of frail physique, with congenital valvular 
disease of the heart and glycosuria, and was rejected as totally unfit 
for military service. Whilst he was living in at the City of London 
Maternity Hospital he was seldom in bed before 2 or 3 a.m., and 
vet by ga.m. he had done his complete round of the wards, had 
written his incomparable case-notes, and had departed to perform 
his multifarious duties elsewhere. 

During all this time, what is perhaps most of all to be wondered 
at, he found time for original research, and has left us with a 
short series of papers of outstanding merit on clinical and patho- 
logical subjects connected with Obstetrics and Gynecology. 
Nearly all his work was published either in this JOURNAL or in the 
Proceedings of the Royal Society of Medicine. His earlier papers 
were chiefly on pathological subjects, and included accounts of 
“ Lipomatosis of a Fibromyoma of the Uterus’? and ‘‘ Decidual 
Reaction in a Subperitoneal Fibromyoma of the Uterus.’? In 1919 
he published two big papers on ‘f Two Cases (personal) of Extra- 
uterine Pregnancy at Term, with a tabulated abstract of 100 cases 
from the literature,’’ and ‘‘ Primary and Secondary Carcinoma of 
the Ovary.’’ In 1920 and 1921, he did his most important work, 
that on accidental hemorrhage, which he published in two papers, 
‘* Utero-placental (Accidental) Haemorrhage; clinical report of 
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50 consecutive cases,’ and ‘* Pathology of Utero-placental 
(Accidental) Hzemorrhage.’’ On the clinical side he produced 
convincing evidence for regarding this complication as toxzemic in 
origin, and on the pathological side, from the results of microscopic 
examination of uteri removed for this condition, he was able to 
offer an explanation for the bleeding by the demonstration of focal 
necrosis in the uterine wall. This paper will become of historic 
importance, and the starting point for future work on the same 
subject. 

Ley was to have opened the discussion on Primary Carcinoma 
of the Ovary at the Annual Meeting in August of the British 
Medical Association at Glasgow. He also contributed short papers 
to various medical journals, and several articles to systems of 
Obstetrics. He was a member of the Council of the Obstetrical and 
Gynecological Section of the Royal Society of Medicine, and was 
a member of the Special Committee appointed to investigate the 
action of ‘‘ twilight sleep,’’ and was also secretary of the Special 
Committee on the teaching of Obstetrics and Gynecology. 

As may be gathered from the foregoing, Gordon Ley was a 
remarkable man with an outstanding even a peculiar—-personality. 
His mental ability was undoubted; he had a quick, perceptive 
intelligence, and a remarkably retentive memory ; anything he took 
up he pursued with a restless enthusiasm; the continuity of his 
energy was remarkable. He has been described as one of the ablest 
men of his standing in the whole country. Had he lived, there 
is no doubt he would have done work of even historic importance. 
Integrity itself in his own work, he was intolerant and impatient 
of anything that he thought was slackness or sham in that of others. 
Like all men of his mental calibre, he did not suffer fools gladly ; 
quick of speech as of thought, outspoken, with a self-confidence 
almost reckless, with an independence of thought that amounted to 
persistent iconoclasm, it was no wonder that all men were not his 
friends. But his many friends and admirers knew him to be 
intensely sensitive, generous and warmhearted. Gordon Ley will 
always be remembered as he would have wished, for his work, and 
for his career of ceaseless activity and high ideals in the pursuit of 


knowledge. E.H. 








Review of Current Literature. 


THis Review will contain the lists of contents, and abstracts of the more 
important articles, from the following journals, with which the ‘‘ Journal 
of Obstetrics and Gynzecology of the British Empire’ exchanges :— 
British._Lancet, British Medical Journal. 
American.—American Journal of Obstetrics and Gynzecology ; Surgery, 
Gynecology and Obstetrics. 
French._La Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris, etc. 
Italian.—Annali di ostetricia e Ginecologia. 
German.—Archiy fiir Gynakologie; Monatsschrift fiir Geburtshiilfe 
und Gynikologie; Zeitschrift fiir Geburtshilfe und Gynikologie ; 
Zentralblatt fiir Gynaikologie; Muenchener medizinische Wochen- 


schrift. 
It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current work throughout the world. At 


the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 
made to include abstracts of important articles on border-line subjects, such 
as Physiology, Biology and Biochemistry. 


LIST OF ABSTRACTORS. 

London.--W. KE. CROWTHER; MALCOLM DONALDSON, F.R.C.S.; A. C. 
PALMER, F.R.C.S.; L. DOROTHEA TAYLOR, M.D.; FRANK FE. ‘TAYLOR, F.R.C.S. 

Birmingham,.— HDA N. SHUFFLEBOTHAM, F.R.C.S. 

Manchester.---F. H. Lackty, M.D.; W. R. Appts, M.B. 

Sheffield —_W. W. KING, F.R.C.S. 

Glasgow.—]JamMes Henpry, M.1) 

Amsterdam.—1. A. WIJSENBEEK. 


American Journal of Obstetrics and Gynzcology. 
Vol. iii, No. 5, May, 1922. 

*Diffuse adenomyoma of the uterus : conditions influencing its development. 
SCHWARZ and MCNALLEy. 

Neoplasia of the kidney. Davis. 

‘Transperitoneal nephropexy. NOBLE. 

Transuterine insufflation, a diagnostic aid in sterility. RONGy and 
ROSENFELD. 

End results in obstetrics. ANDREWS. 

The indications for the management of the cord stump afforded by study 
of the physiology of the navel in the new-born. WILLSON. 

*Use of lutein solution hypodermatically for the control of nausea and 
vomiting of pregnancy. COFFEY. 

Primary carcinoma of the female bladder, with report of a case. STONE. 

Hemorrhage during the early months of pregnancy. SULLIVAN. 
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CASE REPORTS. 
Coincident ruptured ectopic gestation and acute suppurative appendicitis. 
RUTH. 
Double uterus and vagina. HADDEN. 
Hernia of the ileum through a rent in the mesentery. JACKSON. 
Four Czesarean operations on one patient. THOS. 


REVIEWS AND ABSTRACTS. 
Selected Abstracts—the cervix. 


Diffuse adenomyoma of the uterus: conditions influencing its development. 
Schwartz and McNally have studied 49 cases of diffuse adenomyoma of the 
uterus and they think that their work has brought out ‘“‘a few rather 
definite points.’ Having found myomata, subinvolution, adenoma of the 
endometrium and muscular hyperplasia in association with adenomyoma 
they think that they must be causal factors. Subinvolution was found in 
60 per cent. of the cases, but it must be noted that they appear to regard 
subinvolution and parity as synonymous terms. Subinvolution favours 
the invasion of the myometrium by the mucosal elements, and the hyper- 
trophy of the former is regarded as a tissue reaction. 


Use of lutein solution hypodermatically for the control of nausea and vomiting 
of pregnancy. Coffey has made use of intramuscular injections of lutein 
solution (strength not stated) in nausea and vomiting of pregnancy, and 
claims that 55 out of 62 patients were cured or improved. ‘The injections 
may be made each day if necessary and as many as 25 have been given to 
one woman; but the usual number is five. One patient appeared to abort 
as a result of the injection, but no other ill effects were noted. 


Vol. iii, No. 6, June, 1922. 
Physiology the basis of future gynecology. WARD (Junior). 
"The ovarian function. GRAVES. 
The application of metabolism studies to the foetal and neonatal periods 
of life. BatLry. 
Teratoma of the ovary. PORTER. 
Congenital malformation of the female genitalia. REEL. 
A method of keeping Fallopian tubes open. KENNEDY. 
Is conseravtive obstetrics to be abandoned? DANFORTH. 
A device for aseptic intrauterine manipulations. HENDRICKSON, 
Treatment of cardiac failure during pregnancy. PARDEE. 
A new hydrostatic bag for the induction of labour. L&E. 
An unusual case of extrauterine pregnancy. RILEY. 
Pelvic haematocele from causes other than ectopic pregnancy. BOVEE. 


REVIEWS AND ABSTRACTS. 
Selected Abstracts. The physiology of pregnancy. 


The ovarian function. William Graves, arguing from the standpoint of 
the clinician, has formulated some definite conclusions in regard to ovarian 
function and, as a corollary, certain rules as to their surgical removal. 

The ovaries, he says, are no exception to the law, of which the thymus 
is an extreme example, that glands of internal secretion possess different 
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functional values at different periods of life. During the developmental 
period they function chiefly as organs of internal secretion and produce a 
substance which is essential for normal growth. After the age of puberty 
their function is mainly that of reproduction, and their internal secretory 
function gradually passes into abeyance. This conclusion, though contrary 
to widely accepted beliefs, is of great importance, for it shows that the 
ovaries should not be removed before full development has been attained. 
The author puts the age of full maturity at about twenty-two years. The 
chief dangers which beset the ovaries between puberty and full maturity 
are pelvic peritonitis and intractable menorrhagia. If operation is required 
for the former, it should be as conservative as possible, and should not be 
deferred until the inflammatory process has destroyed the ovarian tissue 
beyond the possibility of repair. If both tubes have to be sacrificed auto- 
transplantation of the ovaries into the uterine cornua should be carried out. 
Intractable menorrhagias should be treated by judicious dosage of radium 
in order to moderate, without destroying, the menstrual function. 

In the decade following full maturity the ovaries should be preserved 
for their reproductive function. From this time onwards to the climateric, 
the ovaries become progressively less important and should be ablated if 
the circumstances are such that it is probable that a partial removal will 
jeopardize the success of the operation. ‘The author does not believe in 
leaving the ovaries in operations where a removal of the uterus is neces- 
sary. He is of opinion that while such conservation may to some extent 
diminish the vasomotor disturbances of the artificial menopause, it has no 
permanent benefit and may be a source of later complications. He especially 
condemns what he terms “the mutilating operation exploited by Blair 
Bell,’ which he believes may become associated with serious psycho- 
neurotic states. 

The ovarian extracts are valuable in the treatment of hot flushes of the 
menopause, in certain (unspecified) types of dysmenorrhcea, amenorrhcea 
and sterility, but their influence in the rest of the body is slight. 

W. W. KING. 


Gynécologie et Obstétrique. 
Vol. v, No. 5, 1922. 


"Indications and technique of Caesarean section. MAGALHAKS, 

*The pathogenesis of fibromyomata and the constitutional state of the 
genital organs in women. ROSNER. 

*A study of the blood-sugar during pregnancy and after labour. Bouror, 
CLOGNE, and LANTUEJOUL. 

The haemoclastic reaction in normal pregnancy. DIDIER. 

Polypoid-like unilateral cedema of the cervix towards the end of preg- 
nancy. ROUVIER. 

On cone-shaped excision of the cervix, with a special method of suture. 
Douay. 


Indications and technique of Cesarean section. Magalhaes is of the opinion 
that Caesarean section should be performed in every case in which natural 
labour is impossible, and any obstetrical operation likely to be difficult, the 
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foetus living, and interference urgent. He points out that at Rio de Janeiro, 
high forceps are almost universally condemned, and he gives the results of 
recent cases to show the relative high mortality and the number of com- 
plications in cases of high forceps or version, as compared with Cresarean 
section. His technique is as follows: A median abdominal incision, 
extraction of the uterus from the abdominal cavity, rubber sheets closely 
surrounding the uterus, abdomen well packed off, rapid extraction of the 
fretus and placenta, and swabbing of the interior of the utcrus with ‘Tinct. 
Iodi, after which a swab is placed inside the uterus : immediately before 
incising the uterus ergotinin is injected intravenously, and if necessary 
1cc. of pituitrin is also given intravenously. 

Catgut sutures are used and are passed through muscle only : the sheets, 
swabs, gloves and instruments are now changed and the abdomen sutured 
and drained with gauze, after which the swab which was in the uterus is 
removed per vaginam. 

One hundred and forty-eight operations show 11 deaths, although in 
39 cases forceps had already been used, and in six cases the patients arrived 
at the hospital with a high temperature and lacerations of the cervix and 
vagina. 

The pathogenesis of fibromyomata and the constitutional state of the genital 
organs in women. Qf 100 nulliparous women who had menstruated for at 
least twenty years, Rosner found that about 50 per cent. had myomata, 
and on classifying these women according to whether the genital organs 
were normal or hypoplastic, it was found that not only were myomata more 
common in the normal group but as a general rule were larger. 

A study of the blood-sugar during pregnancy and after labour. [It was found 
that the proportion of blood-sugar was less in the case of women at or near 
full-term than in the non-pregnant, but this may be explained by the larger 
amount of blood in the pregnant woman. In those nursing their children, 
the amount of blood-sugar was more than in the pregnant and more even 
than the non-pregnant. In pathological conditions, such as eclampsia and 
albuminuria, the results varied very widely; owing to the tests employed 
it was impossible to differentiate between lactose and glucose, and this is 
the reason why the term sugar is used. I. it, LACEY. 


La Gynécologie. 
March, 1922. 

Discussion on the theory of radium treatment, and on the clinical and 
technical aspect of radium treatment of cancer of the cervix. P. PrtitT- 
DUTAILLIS. 

Congress. Second Congress of French-speaking obstetricians and gynre- 
cologists, Paris, September, 1921. Discussion on Indications for 
Cresarean section. 

April, 1922. 

Intestinal obstruction during pregnancy. VAUTRIN. 

Discussion on radium treatment (contd.) P. PETIT-DUTAILLTIS. 

Congress. Second Congress of French-speaking obstetricians and gynie- 
cologists. Discussion on indication for Caesarean section (contd.) 


May, 1922. 
On the use in obstetrics of preventive and curative lipo-vaccines. LEQUEUX, 
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“A case of rupture of the uterus at full-term following an injection of 
pituitary extract. SEJOURNET and BRAINE. 


A case of rupture of the uterus at full term following an injection of pituitary 
extract. The authors point out the importance of recording in detail the 
results of the use of new products in obstetrics such as pituitary extract. 
The general opinion in France seems to indicate a limitation of the use of 
the drug especially on the part of midwives. They give details of a case 
which shows the need of some restriction. 

A woman, aged 31, ii-para, arrived at hospital 22 March, 1922, at 8 a.m. 
Examination on admission showed the uterus at full-term, child alive, head 
mobile but not engaged; the membranes were intact and cervix dilated to 
one shilling. At 2-30 p.m., membranes ruptured spontaneously ; dilatation 
as before, head still movable, fcetal heart sounds normal, uterine contrac- 
tions regular and good. At 5 p.m., cervix dilated two-thirds, head fixed 
incompletely in brim. The uterine contractions had become weak and at 
longer intervals, with little effect, and patient showed signs of fatigue. To 
deal with this secondary inertia it was decided to give 1 cc. of pituitary 
extract. In less than two minutes the uterus underwent violent contrac- 
tions—the foetal heart could be heard between the contractions, but the rate 
was diminishing. After 15 minutes the contractions ceased and the foetal 
heart sounds could no longer be heard. Forceps was immediately applied, 
but as the head was still very high up and the patient’s condition 
apparently good, further interference was postponed and forceps removed. 
On examination of the abdomen, however, it was found to have become soft 
and relaxed, and foetal parts were felt through the abdominal wall. 
Rupture of the uterus was immediately diagnosed and laparotomy per- 
formed within 15 minutes. The fcetal limbs and body were free in the 
peritoneal cavity, the head and placenta only remaining in the uterus. The 
foetus and placenta were rapidly removed and a tear was found on the left 
side of the uterus, 8cm. long, extending from the site of Bandle’s ring 
downwards towards the cervix. Hysterectomy was then done, the pelvis 
drained and the wound closed in two layers. The patient made an unin- 
terrupted recovery. The authors, on commenting on this case, point out 
that according to other authorities there were no contra-indications, either 
local or general, to the use of this drug, and therefore the rupture could 
not be explained on these grounds. 

They next discuss the quality and quantity of the drug used, but in 
both respects no deviation was made from the usual procedure used by 
other experienced obstetricians. As concerns the moment chosen for 
administration, opinions vary greatly: one well-known obstetrician, 
Pouliot, advises intervention as soon as labour slackens without considering 
dilatation ; another, Delestré, sometimes uses pituitary to facilitate engage- 
ment of the head, the sole obstacle being lack of uterine contractions. ‘The 
effect of the pituitary extract on the foetus is next considered, and though 
Pouliot’s statistics show him to be extraordinarily successful, those of many 
other authors show a feetal mortality in some cases double that obtained 
when pituitary extract has not been used. The authors conclude that the 
real cause of the rupture was probably due to the use of forceps in the case 
of a uterus already partially ruptured by the use of pituitary extract, the 
latter therefore being the essential factor in the rupture. 

HILDA SHUFFLEBOTHAM, 








514 Journal of Obstetrics and Gynecology 


foetus living, and interference urgent. He points out that at Rio de Janeiro, 
high forceps are almost universally condemned, and he gives the results of 
recent cases to show the relative high mortality and the number of com- 
plications in cases of high forceps or version, as compared with Cresarean 
section. His technique is as follows: A median abdominal incision, 
extraction of the uterus from the abdominal cavity, rubber sheets closely 
surrounding the uterus, abdomen well packed off, rapid extraction of the 
fetus and placenta, and swabbing of the interior of the utcrus with Tinct. 
Iodi, after which a swab is placed inside the uterus : immediately before 
incising the uterus ergotinin is injected intravenously, and if necessary 
1cc. of pituitrin is also given intravenously. 

Catgut sutures are used and are passed through muscle only : the sheets, 
swabs, gloves and instruments are now changed and the abdomen sutured 
and drained with gauze, after which the swab which was in the uterus is 
removed per vaginam. 

One hundred and forty-eight operations show 11 deaths, although in 
39 cases forceps had already been used, and in six cases the patients arrived 
at the hospital with a high temperature and lacerations of the cervix and 
vagina, 

The pathogenesis of fibromyomata and the constitutional state of the genital 
organs in women. (Qf 100 nulliparous women who had menstruated for at 
least twenty years, Rosner found that about 50 per cent. had myomata, 
and on classifying these women according to whether the genital organs 
were normal or hypoplastic, it was found that not only were myomata more 
common in the normal group but as a general rule were larger. 

A study of the blood-sugar during pregnancy and after labour. It was found 
that the proportion of blood-sugar was less in the case of women at or near 
full-term than in the non-pregnant, but this may be explained by the larger 
amount of blood in the pregnant woman. In those nursing their children, 
the amount of blood-sugar was more than in the pregnant and more even 
than the non-pregnant. In pathological conditions, such as eclampsia and 
albuminuria, the results varied very widely; owing to the tests employed 
it was impossible to differentiate between lactose and glucose, and this is 
the reason why the term sugar is used. Fo ED, WACKY. 


La Gynécologie. 
March, 1922. 

Discussion on the theory of radium treatment, and on the clinical and 
technical aspect of radium treatment of cancer of the cervix. P. Prtit- 
DUTAILLIS. 

Congress. Second Congress of French-speaking obstetricians and gynze- 
cologists, Paris, September, 1921. Discussion on Indications for 
Cresarean section. 

April, 1922. 
Intestinal obstruction during pregnancy. VAUTRIN, 
Discussion on radium treatment (contd.) P. Prerit-DUTAILLIS. 


Congress. Second Congress of French-speaking obstetricians and gynie- 
cologists. Discussion on indication for Caesarean section (contd.) 


May, 1922. 
On the use in obstetrics of preventive and curative lipo-vaccines. LEQUEUX, 
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“A case of rupture of the uterus at full-term following an injection of 
pituitary extract. SEJOURNET and BRAINE. 


A case of rupture of the uterus at full term following an injection of pituitary 
extract. The authors point out the importance of recording in detail the 
results of the use of new products in obstetrics such as pituitary extract. 
The general opinion in France seems to indicate a limitation of the use of 
the drug especially on the part of midwives. They give details of a case 
which shows the need of some restriction. 

A woman, aged 31, ii-para, arrived at hospital 22 March, 1922, at 8 a.m. 
Examination on admission showed the uterus at full-term, child alive, head 
mobile but not engaged; the membranes were intact and cervix dilated to 
one shilling. At 2-30 p.m., membranes ruptured spontaneously ; dilatation 
as before, head still movable, foetal heart sounds normal, uterine contrac- 
tions regular and good. At 5 p.m., cervix dilated two-thirds, head fixed 
incompletely in brim. The uterine contractions had become weak and at 
longer intervals, with little effect, and patient showed signs of fatigue. ‘To 
deal with this secondary inertia it was decided to give 1 cc. of pituitary 
extract. In less than two minutes the uterus underwent violent contrac- 
tions—the foetal heart could be heard between the contractions, but the rate 
was diminishing. After 15 minutes the contractions ceased and the feetal 
heart sounds could no longer be heard. Forceps was immediately applied, 
but as the head was still very high up and the patient’s condition 
apparently good, further interference was postponed and forceps removed. 
On examination of the abdomen, however, it was found to have become soft 
and relaxed, and foetal parts were felt through the abdominal wall. 
Rupture of the uterus was immediately diagnosed and laparotomy per- 
formed within 15 minutes. The fcetal limbs and body were free in the 
peritoneal cavity, the head and placenta only remaining in the uterus. The 
foetus and placenta were rapidly removed and a tear was found on the left 
side of the uterus, 8cm. long, extending from the site of Bandle’s ring 
downwards towards the cervix. Hysterectomy was then done, the pelvis 
drained and the wound closed in two layers. The patient made an unin- 
terrupted recovery. The authors, on commenting on this case, point out 
that according to other authorities there were no contra-indications, either 
local or general, to the use of this drug, and therefore the rupture could 
not be explained on these grounds. 

They next discuss the quality and quantity of the drug used, but in 
both respects no deviation was made from the usual procedure used by 
other experienced obstetricians. As concerns the moment chosen for 
administration, opinions vary greatly: one well-known obstetrician, 
Pouliot, advises intervention as soon as labour slackens without considering 
dilatation ; another, Delestré, sometimes uses pituitary to facilitate engage- 
ment of the head, the sole obstacle being lack of uterine contractions. ‘The 
effect of the pituitary extract on the foetus is next considered, and though 
Pouliot’s statistics show him to be extraordinarily successful, those of many 
other authors show a feetal mortality in some cases double that obtained 
when pituitary extract has not been used. The authors conclude that the 
real cause of the rupture was probably due to the use of forceps in the case 
of a uterus already partially ruptured by the use of pituitary extract, the 
latter therefore being the essential factor in the rupture. 

HILDA SHUFFLEBOTHAM, 
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Archiv fur Gynakologie. 
Vol. 115, Patt 1, Oct. 24, 1021: 
The ovum, corpus luteum, menstruation cycle and genesis of myoma 
I, SEITZ, 
*The menstrual cycle in acute and chronic inflammatory adnexal disease. 
R. SCHRODER and F, NEURNDORFF-VIEK, 
Cardiac decompensation and pregnancy. P. WERNER and R. STIGLBAUER. 
Further contribution to the study of renal function in physiological and 
pathological conditions during pregnancy and after labour. P. WERNER. 
*Experimental studies concerning the toxicity of placental lipoids, with 
reference to the «etiology of puerperal eclampsia. H. BK. H. SCHONFELD. 
*Osteophyte formation during pregnancy. KE. DRiyruss. 
Uleerations of the vagina. R. ScHRODER and KE. A. KUHLMANN. 
Papilloma of the portio vaginalis, especially papilloma verrucosum.  R. 
MEYER. 
Concerning a very young human ovum in situ. N. TEMESVARY., 


The menstrual cycle in acute and chronic inflammatory adnexal disease. Since 
the discovery of the histological changes occurring cyclically in the uterine 
mucosa, the disappearance of ‘ glandular endometritis ’’? has left a hiatus 
in the systematic micro-pathology of the endometrium. Having previously 
shown that the endometrial cycle is not morbidly affected by the coincident 
existence of uterine myoma or malposition, or of cervical cancer or ovarian 
tumours, the authors describe the alterations in the endometrium which 
accompanied 166 cases of acute or chronic selpingo-oéphoritis due to the 
gonococcus or the ordinary pyogenic cocci but not to the tubercle bacillus ; 
the adnexa of one or both sides were extirpated and the endometrium was 
examined either in curettings or (if the uterus was removed with the 
adnexa) in the specimen. ‘The deeper layer of the endometrium, constant 
in different phases of the cycle, is referred to as the mucosa basalis : the 
superficial part whose characters show cyclical phases as the functionalis. 
In acute adnexal inflammation, if the last menstruation has preceded by 
some days the acute infection, the endometrium shows characters typical 
for the existing phase of the cycle, plus hypereemia and infiltration by 
leucocytes and plasma cells, all of which are well marked in the functionalis 
but almost absent in the basalis. If the infection has followed immediately 
the last menstruation, a funclionalis is not recognizable, the glandular 
structure being obscured by massive infiltration which extends to the 
basalis. If the onset of infection has preceded the last menstruation, the 
endometrium shows similar characters to that of the last group except that 
the basalis is more extensively infiltrated. In specially acute cases in 
which the acute inflammation has persisted still longer, the endometrium 
comes to resemble the wall of an abscess. The disappearance of the 
distinction between functionalis and basalis in the last three groups is 
attributable in part to the coincident ovarian inflammation (possibly with 
abscess formation) which interferes with the ovarian hormones whose 
influence regulates the cyclical phases of the endometrium; and in part to 
the direct effects of endometritis. In adnexal inflammation gradually 
resolving, there is a return of the distinction between basalis and func- 
tionalis, together with signs of activity of the latter, in cases in which the 
presence in the ovaries of ripening follicles or corpora lutea points to 
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recovery of the ovaries from inflammation and return of hormone-produc- 
tion : where follicles or corpora lutea are absent, signs of endometrial cyclic 
phases are lacking. Infiltration of the functionalis (sometimes also of the 
basalis) by round and plasma cells is present to a varying extent. In 
chronic adnexal inflammation, the infection has occurred several weeks or 
months ago: signs of ovarian function are present. The endometrium 
shows a quite typical appearance for its phase : the glands are not increased 
in number or size and show no morbid cytological characters. About half 
the cases show slight remnants of antecedent endometritis in the shape of 
occasional scattered infiltrations of round and plasma cells in perivascular 
lymphatics. Since cases in which the endometrium presents completely 
normal appearances may be associated with copious watery discharge, the 
conclusion is warranted that this proceeds from the cervical rather than 
corporeal endometrium. Clinically the chronic cases are frequently accom- 
panied by normal menses: cases characterized by menorrhagia ate to be 
ascribed not to chronic endometritis, but to pelvic hyperemia, and inter- 
ference by adhesions with myometrial contraction ; and those characterized 
by metrorrhagia to persisting slight modifications of the ovarian cyclical 
phenomena. 


Experimental researches concerning the toxicity of placental lipoids with reference 
to the etiology of puerperal eclampsia. According to Schonfeld previous 
investigations have shown that during pregnancy poisonous substances 
gain access to the blood: their presence cannot be ascribed to hepatic or 
renal insufficiency, they are specific as regards the pregnant state, and most 
probably they originate in the placenta. One portion of these substances 
consists in ferments derived from leucocytes ; another in amino-bodies which 
play a physiological part and are comparable with the secretion of endo- 
crine glands; a third in lipoids. ‘The lipoid substances which in small 
doses possibly have a hormonic action are toxic in larger doses: in small 
doses they produce an effect resembling that of astrus in animals, and 
modify the blood pressure, the uterine tone and the rate of growth of the 
genital organs, but in large amounts they cause cloudy swelling and other 
degenerations in the visceral cells. Lastly, a portion of poisonous placental 
substances has the effect of inducing thrombosis. From investigation of 
the action of extracts of human placentee injected into animals, Schénfeld 
draws the following conclusions :~-Alcohol, acetone and glycerine extracts 
of placenta contain a poisonous substance which induces convulsions, is 
thermolabile and is insoluble in ether or petroleum ether. The lipoid and 
fatty substances which can be extracted by means of the usual solvents are 
markedly toxic for visceral parenchyma and vascular endothelium : they 
have a special affinity for hepatic cells which are more readily affected 
than those of the kidney and whose nucleus is affected before the cyto- 
plasm. After prolonged exhibition of non-lethal amounts clear signs of 
hepatic regeneration are demonstrable. In alcohol, ether or chloroform 
extracts substances are found which induce thrombus-formation, especially 
in the liver and lungs. The placental poison which acts on the brain is 
soluble in glycerine and water, but not in lipoid solvents. Poisonous 
lipoids present in the placenta are in all probability secreted there. The 
blood is unusually rich in lipoids during pregnancy, especially when 
complicated by. pregnancy toxeemias, and an ethereal extract of the blood 
of pregnant animals is toxic whereas that of non-pregnant animals is 
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innocuous (Grube and Reifferscheid). It is of interest in this connexion 
that German observers have described a diminution of eclampsia occurring 
contemporaneously with the fat-poor diet of wartime. De Crinis has found 
a considerable increase of the blood cholesterin to precede an epileptic 
convulsion. Schénfeld believes that quantitative and qualitative examina- 
tion of the blood lipoids in connexion with pregnancy and eclampsia is of 


equal importance with that of the nitrogen partition of the blood and urine 
in connexion with ureemia. 


Osteophyte formation during pregnancy. ‘his 


was first described about 
1840. 


Ducrest and Rokitansky in autopsy observations found one in two 
of pregnant patients to show on the inner surface of the skull, especially 
the frontal and parietal bones, formation of flattened osteophytic out- 
growths, some of which were soft and readily detachable, and others harder, 
flexible and markedly adherent. The writer from X-ray investigation 
found osteophytes to be absent in non-gravid subjects and during the first 
four months of pregnancy, but present in one in three of patients pregnant 
after the fourth month. A*tiological factors that have been broached are 
the so-called physiological osteomalacia of pregnancy, altered calcium 
metabolism, and a stimulation of the bone marrow by hormones of placental 
or other origin. Those of the writer’s patients who showed cranial osteo- 
phytes showed to an extent that was greater than that common in preg- 
nancy both polymorphonuclear leucocytes and diminution of the blood 
coagulation time. Deposits of calcium-free osteoid tissue within the 
medullary canals of the bones of pregnant subjects have been described by 
Hanau. Dreyfuss is inclined to agree with Aschner in regarding the 
cranial osteophyte building, in’ common with the alterations in the long 
bones and the modified content and clotting of the blood, as a manifestation 
of a stimulation of the whole osseous system, connected with the enlarge- 
ment of the hypophysis and (like this change) arising in hormonic influences 
dependent on the developing ovum or, at any rate, on specific substances 
produced during gestation. 


Vol. 115, Part II, Nov. 29, 1921. 

*Functions of the female genital organs in mammals and man. O. ZEITZ- 
SCHMANN, 

Radium dosage. R. ZANDER. 

“Symptoms and treatment of eclampsia. H. ZACHERL. 

“Sudden natural death during pregnancy, parturition and the puerperium. 
H. Katz. 

*Prognostic significance of presence of haemolytic organisms in parturient 
and puerperal patients. F. KirstEIn, 

Passive immunization of the new-born with small v. Behring’s diphtheria 
vaccine TA. F. KiestEKin, 

*A peculiar ovarian tumour of the group of folliculomata. B. ASCHNER. 

Vaginal necrosis from zine chloride. H. Furn. y 

Osteo-genesis imperfecta. H. Baum, 

Collections of squamous epithelial groups in hyperplastic endometrial 
glands and in carcinoma. R. MEYER. 


Holoakardius eumorphus. W. StRAKOSCH and H. EF. ANDERS. 


Functions of the female genital organs in mammals and man. According to 
Zietschmann the origin of the corpus luteum from the epithelial cells of the 
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membrana granulosa rather than from the connective tissue cells of the 
theca interna is now generally admitted: it is confirmed by the writer’s 
studies in the cow. In the absence of fertilization the corpus luteum under- 
goes hypertrophy followed by regression, the cycle occupying a period of 
time which is constant for each animal species: if conception occurs the 
corpus luteum persists in almost maximal size until the end of pregnancy. 
In animals ovulation precedes by a few days the time of a rut; in the 
human species ovulation may occur at any time of the menstrual cycle, but 
most commonly during the first half, especially the 8th to 14th days. The 
proliferative phase of the uterine cycle begins in animals some time before 
ovulation, which corresponds with the termination of rut; in the human 
species ovulation has no external signs but may possibly be connected with 
‘“mittelschmerz.’”? On the other hand the regression of the proliferative 
‘premenstrual ’? phase, which in mankind culminates in menstrual bleed- 
ing, has no visible token in animals. ‘The maximum development of the 
corpus luteum is coincident with the menstrual phase, or in animals with 
the corresponding cyclical uterine phase. Microscopical examination shows 
similar cyclical changes in the human and animal endometrium. 

It is now admitted that connexion of the ovarian with the uterine cycle 
is brought about by internal secretion of the ovary, and controversy is 
restricted to determination of the responsible part of this organ. Zietsch- 
mann believes that the early development of the corpus luteum is to be 
regarded as a reparative process occurring in a wound : hormones, origina- 
ting first from the ripening follicle and later after its rupture from the 
corpus luteum, regulate the uterine cycle, but if impregnation occurs 
hormones originating in the foetus bring about inhibition of the regression 
of the corpus luteum. A second hormonic function of the corpus luteum 
consists in inhibition of the ripening of other ovarian follicles. Compara- 
tive morphology does not confirm the function ascribed to so-called 
interstitial glands in the adult. The development of sexually specific 
genitalia and that of secondary sexual characteristics is to be ascribed to 
the follicular tissues : possibly ovarian interstitial glands play some part 
in the changes ensuing at puberty. 


Symptoms and treatment of eclampsia. [eclampsia in the absence of con- 
vulsions is diagnosed with certainty only at post-mortem. ‘Three personal 
cases are cited: in the first a ii-para expired suddenly under spinal 
anesthesia as preparations were being made for Cresarean section intra- 
partum for contracted pelvis, and the autopsy showed increased intra- 
cerebral pressure, cedema of the brain, slight parenchymatous nephritis, 
and necrotic, fatty areas in the liver; in the second a primipara who died 
suddenly after forceps delivery was found at autopsy to show signs of 
heemorrhagic hepatitis. In the first patient albuminuria was slight, in the 
second absent: both children were born living and healthy. The third 
patient, a young primipara, whose urine contained blood and much albumin, 
died after some hours’ coma unaccompanied by convulsions. ‘The records 
of the Graz clinic show of late years considerable diminution both in 
maternal and foetal mortality pari passu with increased use of venesection 
and diminished employment of accouchement forcé. 


Sudden natural death in pregnancy, parturition and the puerperium. Katz has 
analyzed the post-mortem findings in 33 cases of sudden death in pregnancy, 
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14 in parturition, 29 in the moments’ immediately succeeding delivery, and 
1g in the puerperium. In the group (30 cases) of organic disease not 
connected with gestation, cardio-vascular disease (especially valvular affec- 
tions) constituted the most frequent finding, and it was notable that a 
remarkable degree of subjective well-being and capacity for work had 
co-existed in many instances with advanced morbid signs, and that death 
most olten occurred early in the first stage of labour. Acute and chronic 
renal disease were the cause of death from acute pulmonary cedema in 
several instances. 

Eeclamptic pregnancy toxeemia accounted for almost one-third of the 
sudden deaths, and it is of forensic importance that early cases, in which 
no convulsions have taken place, may lead to sudden death the cause of 
which is only ascertainable by autopsy : haemorrhagic hepatitis was present 
in all and renal alteration in all but one. In this group cerebral haemor- 
rhage was present in seven out of 30 cases: in one half of the 14 cases of 
post-partum eclampsia severe external heemorrhage, consequent on toxic 
atonia uteri, was the immediate cause of death. Morbid developments 
during labour accounted for 24 deaths, of which air embolus caused two, 
hemorrhage from spontaneous lacerations of the cervix two, haemorrhage 
from the clitoris two, and placenta praevia 10. The 19 cases of sudden death 
in the puerperium were for the most part caused by venous emboli or 
thrombotic changes, attributable in some instances to puerperal sepsis or 
cardiac failure. ‘The material concerned in these statistics is a special one, 
being derived from autopsies ordered by the Vienna municipal authorities 
in the case of sudden death of those who have not received medical 
treatment. 


Prognostic significance of bacterial hemolysis in parturient and lying-in patients. 
By bacteriological observations Kirstein sought to determine the frequency 
of the presence of haemolytic organisms in connexion with puerperal 
infection, and also with variations of time elapsing between rupture of the 
membranes and termination of labour. Severe fever was more common in 
those in whom hemolytic streptococci were found in swabs taken from the 
vagina; of those showing severe febrile infection 90 per cent. showed the 
presence of these organisms. Obstetric operations were twice as frequently 
followed by signs of infection in those harbouring haemolytic streptococci 
as in others. The cases of puerperal fever which clinically showed extreme 
severity were almost invariably associated with the presence of haemolytic 
streptococci. The significance attaching to the presence of these germs is 
greater than that of the time of rupture of the membranes. In the known 
presence of haemolytic organisms obstetric manipulations should be sim- 
plified in the maternal even against the fcetal interest : primary perineal 
repair is inadvisable and continuous uterine drainage may be instituted 
prophylactically. 


Ovarian folliculoma. ‘Tumours variously designated as adenoma of the 
Graafian follicle, folliculoma ovarii, o6phoroma, malignant folliculoma, or 
granulosa-cell tumours are not so rare as is commonly supposed : Aschner 
has found in the literature records of 23 cases, many others have been 
erroneously regarded as endotheliomata, glandular carcinomata, ete., and 
probably in the absence of microscopical investigation a considerable 
number are overlooked, being thought to be fibromata or examples of 
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multiple small cystic degeneration. Ovarian folliculoma occupies a peculiar 
position connecting malignant with benign tumours; clinically the course 
of events infrequently shows evidence of malignancy, but although in 
different cases tumours of similar microscopical characters may show benign 
or malignant evolution, the histological build approximates as a rule more 
closely to carcinoma than adenoma. Ovarian folliculoma is usually 
unilateral, and produces no characteristic modifications of the menses: it 
occurs most commonly about the age of 20 or after the menopause, and 
shows greater malignancy in young than mature subjects. Cachexia is 
rarely produced, ascites commonly. ‘The tumour reaches a size from that 
of a walnut to that of a man’s head; has a smooth surface under which 
small superficial cysts bulge. On section cortical and central zones are 
usually distinguishable, of which the former is occupied largely by cysts 
and the latter by a soft spongy or honeycomb tissue containing in some 
instances smaller cystic cavities filled with mucous, serous or haemorrhagic 
fluid. Microscopically, in spite of divergent findings in different cases, the 
presence both of cells resembling those of the membrana granulosa and of 
follicular structures is characteristic. ‘The origin of the tumours is most 
probably to be found not in granulosa cells of ripe follicles but in atypical 
developments of the precursors of such cells. Aschner describes for the 
first time a case in which the ovarian tumour contained a large nodule 
having a structure containing a pigment similar to those of a corpus luteum. 


Vol. 115, Part III, Feb. 16, 1922. 

"End results of operative and X-ray treatment of carcinoma of the uterus 
and vagina. A. GIESECKE. 

*Excision of a transverse wedge from the fundus uteri as a preliminary to 
extirpation of bilaterally diseased adnexa. O. BEUTTNER. 

Clinical experiences in the therapy of prolapse. E. Ki. PRipraM. 

*Experimental studies in the prevention of post-operative adhesions by 
means of fluid fat of the same species. E. LOHNBERG. 

*Experimental studies of instrumental compression of the aorta. LL. NURN- 
BEGGER. 

Malignant chorion-epithelioma. ‘T. NaGy. 

*Reversal of the action of adrenalin on the surviving uterus by means of 
variations in ionic environment. M. TUROLT. 

Pathological anatomy of gonorrhceal ophthalmia. W. Laum. 

Foetal deformities. G. B. GRUBER. 

Weissbach’s “ Steinkind.”? E. Voor. 


End results of operative and X-ray treatment of carcinoma of the uterus and 
vagina. From 1910 to 1916, 371 cases of uterine cancer were treated at the 
Kiel Universitats-Frauenklinik, with 27.7 per cent. of lasting (five years’) 
cure. For cervical cancer (350 cases) and corporeal cancer (21 cases) the 
percentages of five years’ cures were 26.6 and 47.6 per cent. respectively. 
Lasting cure among 243 operable cases of cervical cancer was obtained in 
35-4 per cent. Inoperable cases treated by scraping and cauterization 
numbered 43; by X-ray and radium in combination 60, with 8.3 per cent. 
cures. Primary mortality in 224 abdominal operations (mostly by Wertheim 
technique) was 19.4 per cent. The average percentage operability in cases 
of cervical cancer encountered in seven years was 69.4 per cent. Vaginal 
hysterectomy was done in 19, extended abdominal hysterectomy in 224 cases. 
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Of the latter, glands microscopically proved to be carcinomatous were 
present 47 (21 per cent.) ; and of the 47, 10 subsequently showed five years’ 
cure. Analysis of the records year by year shows that an increased per- 
centage of operability is accompanied by an increased primary mortality, 
without eventual increase of lasting cures: little is therefore to be gained 
from operating at relatively more advanced stages of the disease. With 
regard to technique, it is recommended that the preparatory scraping and 
cauterization, in order to lessen the danger of pelvic sepsis, be made imme- 
diately (not some days) before the abdominal operation : and that at the 
end no drainage nor tamponnage be instituted. Primary mortality was 
due to pelvic cellulitis or peritonitis in 23 cases, to post-operative haemor- 
rhage in four, to damage to the urinary tract in four, and to other causes 
in 14. After operation, X-ray treatment is preferred to radium applications. 
Among 11 cases of vaginal cancer, primary mortality ensued in two, and 
one only was cured at the end of five years. 


Excision of a transverse wedge from the fundus uteri as a preliminary to extirpa- 
tion of bilaterally diseased adnexa. ‘I'he technique of this operation, published 
by Beuttner in 1908, is described and illustrated : modifications of amount 
of tissue excised can be made according as the morbid processes are com- 
paratively restricted or widespread. ‘Twenty-two cases are recorded herein, 
in addition to 40 previously published. 

Experimental studies in the prevention of post-operative adhesions by means of 
fluid fat. Among the substances introduction of which into the abdomen, 
after operation, was proved to be either useless for prevention of formation 
of adhesions, or fraught with danger, are: large amounts of saline solution, 
olive oil, collodion, gum-arabic, unguentum paraff. mollis, egg-white 
gelatine, intra-ocular fluid, magnesium sulphate and peptone. Successful 
employment of free transplantations of omentum have led the writer, among 
others, to test the use of intra-abdominal injections of fat for the purpose 
of preventing development of adhesions after local trauma. Lohnbere 
finds that injections both of rabbit and human fat lead to production of fine 
adhesions, consisting of a connective tissue containing fat. In rabbits, 
human fat, possibly because of its lower melting point, produces fewer 
adhesions than rabbit fat. Fat prepared by ethereal extraction is much 
less noxious than that prepared by melting. Adhesions following severe 
trauma appear to be less well-marked after local intra-abdominal injections 
of human fat than in uninjected animals. 


Experimental studies of compression of the aorta. Mombury’s tube applied 
as a circular ligature round the abdomen leads in certain cases to injuries 
of the intestine, ureters or pancreas, and may be followed more remotely 
by profuse diarrhoea, infarction or necrosis of the gut, or injury to the 
kidney or suprarenal. On the other hand compression of the aorta by a 
pelotte (as in Sehrt’s or Gauss’ instrument) causes none of these yntoward 
effects. Compression of the aorta unaccompanied by that of the vena cava 
is not always possible and has no therapeutic advantage. Gauss’ instru- 
ment is on the whole preferable to that of Sehrt. In the writer’s hands 
the latter failed in 38 per cent. of cases completely to obliterate the aorta 
uterine contractions in atonic cases, however, appeared to follow the relative 
anemia. For bleeding from tears application of the aortic clamp is of use 
as an initial measure. 
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Reversal of the action of adrenalin on the surviving uterus by means of variation 
in ionic environment. ‘{urolt in experiments on excised pieces of human 
uterus or of that of guinea-pigs, immersed in oxygenated Ringer’s solution 
of modified composition, found that while adrenalin diminishes contractions 
of the non-pregnant or pregnant guinea-pig’s uterus, the effect is reversed, 
a stimulation of contractions being shown, if the fluid contains excess of 
calcium salts. Potassium salts, which diminish the contractions, have no 
effect on the action of adrenalin. The human uterus, whether pregnant or 
not, is stimulated in these conditions by adrenalin, whose effect is 
antagonized by presence of calcium but reinforced by that of potassium. 
It is possible that varying ionic constitutions of the fluid environment may 
partially explain the conflicting results obtained by different experimenters 
testing the action of adrenalin on the surviving uterus. 

W. E. CROWTHER. 


Zentralblatt fiir Gynakologie. 
No. 17, April 29, 1922. 
*Experiences with parasacral anesthesia in 130 vaginal operations. F. 
BURGKHARDT. 
Right lines of constitutional pathology : significance of gestation toxins. 
A. GREIL. 
*A further contribution concerning hypnosis in obstetrics and gynecology. 
R. FALK, 
*A new operative treatment for severe uterine prolapse. D. MALUSCHEW. 
"X-ray treatment of hyperemesis pravidarum. M. FRAENKEL. 


Experiences with parasacral anesthesia in 130 vaginal operations. Parasacral 
anesthesia is an ideal method in all vaginal operations: there are no 
contraindications to its use and it carries no risk to the patient such as is 
inseparable from general or spinal anesthesia. Burgkhardt’s 130 cases 
included 45 operations for prolapse, 69 vaginal total extirpations of which 
in nine Schuchardt’s pararectal incision was employed and of which five 
were performed for cervical cancer and included preparation of the ureters. 
In 15 of the 69 hysterectomy cases amounts of chloroform or ether up to 
50 minims were given. The method is especially suitable for long opera- 
tions: for curetting, ethyl chloride is to be preferred. Three cases of 
parasacral anzesthesia employed therapeutically are also recorded. 


A further contribution concerning hypnosis in obstetrics and gynecology. One 
patient proved refractory but six became cured without recurrence after 
hypnotic treatment of hyperemesis gravidarum for which induction of 
labour had been proposed. The more severe the case, the prompter and 
more striking the relief from hypnotic suggestion. ‘Thirteen cases of 
dysmenorrhcea of differing atiology responded to hypnotic treatment and 
three were refractory; the average number of séances required was ten. 
The writer also records successful hypnotic treatment of menorrhagia in a 
nullipara aged 20, and of frigidity in a i-para aged 26. 


A new operative treatment for severe uterine prolapse. After circular section 
around the portio and separation of the vaginal wall posterior colpotomy is 
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performed. ‘The essential part of the operation is the shortening of and 
sling formation from the round ligaments without opening the abdomen. 
Wide separation of the bladder is not necessary. The operation is only 
suitable for post-climacteric cases. 


X-ray treatment of hyperemesis gravidarum. Impelled by the success of 
X-ray therapy in cases of trigeminal neuralgia and increased reflex 
excitability, Fraenkel treated four patients suffering from hyperemesis 
gravidarum by X-ray applications (repeated after five days) to the stomach. 
The cure was so dramatic that the writer himself feels constrained to 
suggest a possibility that the effects of suggestion were largely concerned. 


No. 18, May 6, 1922. 
*Repeated extra-uterine pregnancy on the same side. W. SIGWART. 
"Influence of the act of birth and of constitutional factors in the genesis of 
albuminuria in the new-born. P. Linpic, 
Placenta biscoidalis. W. LAuM. 
A case of duplicated genital organs, with persistent rectovesical ligament 
and ovarian tumour with twisted pedicle. H. Kustner. 
"A surface papilloma of the ovary. H. HEBERER. 
*Tubal torsion with h:ematoma, and the :etiology of the same. A. HANSEN. 
*A case of iyoma uteri with much ascites. O, DUNKHASKE. 


Repeated extra-uterine pregnancy on the same side. (j;udden found 5S. per 
cent. in a series of 423 cases of tubal pregnancy to have undergone ante- 
cedent operation for the same condition ; R. R. Smith found about 6 per cent. 
in a series of 3,000 cases. It is somewhat rare for the ectopic pregnancy to 
recur on the same side and Sigwart has found fewer than 20 cases of this 
sequence in the literature. He records a personal case in which a girl, 
aged 23, came to a second operation for right tubal pregnancy ; at the first 
operation a small stump consisting of a portion of the isthmic end of the 
tube had been left behind, the peritoneal ‘ toilette’ being imperfect on 
account of the gravity of the patient’s condition. Bracht has described a 
case of tubal pregnancy recurring in a tube of which the ampullary region 
only had been left behind at the first operation. Incomplete removal of a 
tube which has been the site of pregnancy is attended with danger to the 
patient and may be avoided, when this is possible, by the removal of a 
wedge-shaped piece of the isthmic region of the uterus, as recommended 
by Stoeckel. 


Influence of the act of birth and of constitutional factors in the genesis of 
albuminuria on the new-born. ‘That mechanical conditions during the act of 
birth, due to pressure, lordosis, stretching of the inferior vena cava or other 
causes are not solely concerned in the genesis of the slight albuminuria 
which is as a rule found in the new-born is proved by the facts that (1) this 
albuminuria is not infrequently specially noticeable after labour of short 
duration characterized by small degrees of disparity between the foetal and 
maternal parts, (2) albuminuria occurs in babies delivered by Ceesarean 
section for placenta previa. 


A surface papilloma of the ovary. A married woman, aged 34, suffering 
from cachexia, ascites and abdominal tumour was found at operation to 
show slight uterine enlargement, a large left ovarian tumour of which the 
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surface was beset with soft papillary growths, a small cystic right ovary, 
infiltration of the right and left broad ligaments, and nodules in the pouch 
of Douglas. Microscopically signs of malignancy were entirely absent 
from the growths which contained typical cylindrical-celled epithelium : 
the small cyst of the right ovary had the structure of a typical papillary 
cystoma. Papillary cysts may have characters which are clinically malig- 
nant but histologically benign as in the case here recorded, of which the 
ultimate fate is not mentioned. Early and complete extirpation is advisable. 


Tubal torsion with hematoma. A girl, aged 14, operated on for appendicitis 
was found to have torsion (through 360 degrees) of the external extremity 
of the right Fallopian tube, which was the size of an egg and contained 
fluid blood. A‘tiologically in this case as in three cases recorded by Riider 
gymnastic exercises appeared to have played a definite part. 


A case of myoma uteri with much ascites. A patient, aged 51, became rapidly 
wasted and showed a sudden development of abdominal distension : after 
removal of twenty litres of ascitic fluid hysterectomy was performed. ‘The 
ascites in this case was probably due to the irritation of the omentum by a 
large pedunculated sub-serous myoma to which it was connected by thick 
twisted veins. The patient made a satisfactory recovery. Casanouve has 
stated that the occurrence of ascites in connexion with myoma is relatively 
common, occurring in 10 per cent. of cases. 


No. 19, May 13, 1922. 

“Carcinoma and pregnancy. F. WoLrr. 

"The rapidity of growth of uterine cancer. W. Forst. 

Fifty labours in hypnosis. W. HEBERER,. 

Swelling and extension of the mammary areola during pregnancy, its 
origin and clinical significance. DP. SFAMENT. 

The «etiology of ectopic pregnancy. PDP. SFAMENI. 

Is the action of collargol and electro-collargol due to their colloidal con- 
tents? A. BOTTNER. 

*Remarks concerning the influence of nutrition on the incidence of 
eclampsia and albuminuria. J. M. Rutz-ConTRERAS. 


Carcinoma and pregnancy. ‘wo opposing schools of thought have main- 
tained respectively that (1) cases of cervical cancer take a less favourable 
course in the pregnant than in the non-pregnant uterus, partly because the 
patients are as a rule younger and partly because the local blood supply 
is increased ; (2) during pregnancy cervical cancer shows a less malignant 
course than at other times, cancerous extension being inhibited by 
hypereemia and favoured in anzemic tissue—scar, senile, or arterio-sclerotic. 
The records of the Breslau State Hospital furnish little evidence in either 
direction, and cases presenting close clinical similarity showed widely 
divergent degrees of rapidity of growth and of metastasis-formation. All 
statistical comparisons are vitiated by the fact that during pregnancy or 
shortly afterwards uterine malignant disease is more likely than at other 
times to be detected accidentally. 


The rapidity of growth of uterine cancer. An viii-para, aged 49, had suffered 
during five months from irregular haemorrhage commencing two years 
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after the menopause: curetting was followed by temporary improvement. 
The symptoms returning, a cervical erosion, of which a fragment excised 
for microscopic examination showed no suspicious characters, was 
cauterized. Examination 35 days later was negative, but after a further 
31 days the patient on her return to the clinic showed an apparently 
advanced growth which was as large as the closed hand and had extended 
to the vagina and parametrium. 


Remarks concerning the influence of nutrition on the incidence of eclampsia and 
albuminuria. Before the war the writer found albuminuria and eclampsia 
to be considerably less frequent in his private practice than in the patients 
of the poorer classes coming to the Barcelona Ante-natal Clinic. This 
finding ‘is compared with that of the diminution of the incidence of 
eclampsia and albuminuria reported during the war by several German 
observers and attributed to dietetic deficiency. The German reports 
explained the difference as due probably to lack of fat, but the writer 
believes that the only important difference in the dietary of his two classes 
of patients concerned proteins. With the increase of wages following the 
armistice it was noticed among the patients of the Barcelona clinic that 
albuminuria became increased (in 6 per cent. as distinguished from 2 per 
cent. of cases) and that eclampsia also became more frequent. 


No. 20, May 20, 1922. 

*Are the Kielland forceps successful in the hands of the practitioner? K. 
HOFFMANN. 

The justifiability of advising contraceptive methods in a case of amauortic 
family idiocy. E. Sacus, 

Varicocele of the broad ligament. R. JAHREISsS. 

“Concerning infants born during the war. M. Davin. 

*Therapeutic and prophylactic injections of quinine into the nipple. H. 
KRITZLER. 


Are the Kielland forceps successful in the hands of the practitioner? From a 
consideration of 94 cases Hoffmann concludes that this instrument is 
extremely useful in practice and that systematic instruction in its use 
should be given by teachers in clinics. 


Concerning infants born during the war. From figures taken from the 
records of the 1,400 to 2,000 children born annually at the Budapest Univer- 
sitats-Frauenklinik it appears that neither still-births nor premature births 
increased during the war, and that no increased mortality occurred among 
the new-born. No variation was found in the numerical proportion of total 
male to total female births. During the war, and especially the last three 
years, the average weight of the new-born baby became diminished by 
about 3.3 per cent. The average length became diminished by about 3 per 
cent., and the average circumference of the vertex by about 1 pert cent. 


Therapeutic and prophylactic injections of quinine into the nipple. In a 
primipara, aged 25, suffering during the second week post-partum from 
severe inflammation of the nipples, the inflammatory changes showed 
speedy regression after an injection (made primarily to allay the pain) 
given subcutaneously and intracutaneously on the respective sides—of 
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0.5 per cent. solution of quinine dihydrochlor. carbamide. The improve- 
ment is ascribed partly to the disinfectant action of quinine and partly to 
its producing diminution of nerve sensibility and reflex hypereemia. 


No. 21, May 27, 1922. 
Hypnosis in obstetrics and gynecology. E. SIEMERLING, 
Concerning births in hypnosis and hypnonarcoses. F. KIrsTEIN. 
*Phloridzin glycosuria and diagnosis of pregnancy. B. ZONDEK, 
“Origin and significance of physiological ascites in the female. J. Novak. 
Two cases of birth of triplets. A pause of four days and eight hours 
between births of successive children. A. UTHMOLLER. 


Phioridzin glycosuria and diagnosis of pregnancy. Zondek states that the 
alimentary or renal glycosuria test of pregnancy, based on the appearance 
of sugar in the urine of pregnant subjects to whom in the fasting state 
100 gm. of grape-sugar has been administered, is not invariably reliable, 
and has the disadvantages that it is unpleasant to some patients and ‘s 
ill-adapted for use in general practice. In his endeavour to find a suitable 
test based on the threshold dose of phloridzin necessary to induce glyco- 
suria in pregnant patients his results confirm those of Kamnitzer and 
Joseph. Absence of glycosuria after administration of 2 mg. of phloridzin 
indicates that in all probability pregnancy can be excluded, but positive 
responses are shown by 10 to 15 per cent. of non-pregnant women. 


Origin and significance of physiological ascites in the female. Small amounts 
of free fluid are sometimes found in the pelvic cavity of female patients 
during operation for myoma or uterine malpositions or other conditions in 
which there is no recent inflammatory adnexal disease or other condition 
which might readily lead to irritation of the pelvic peritoneum. Analyzing 
33 recent cases with a view to explaining this finding the author noticed 
that free fluid was present when a recently ruptured ovarian follicle or a 
fresh corpus luteum could be demonstrated : in the absence of these condi- 
tions ascites did not occur. In this preliminary note it is suggested that 
the ripe ovarian follicle and the early corpus luteum produce peritoneal 
irritation and exudation: the fluid thus poured forth may be concerned 
physiologically in aiding the transit of the ovum. In a case of corpus 
luteum cyst and in one in which by reason of coincident ovarian disease 
the recent corpus luteum was not situated superficially, free fluid was 
absent. W. E. CROWTHER. 


No. 22, June 4, 1922. 
“Perforation of the living child or extraperitoneal Céesarean section? O. 
KUSTNER. 
*Ceesarean section on the non-contracting uterus. O. PRINZING. 
Contribution to the prevention of the post-operative formation of adhesions. 
F. RIEK. 
Some interesting congenital malformations. N. ELLERBROCH. 
Isolated twisted normal tube. B. MICHEL. 
*A case of circular tear of the cervix. S. KESZLY. 
No. 23, June 10, 1922. 
A case of ileoischiopagus and on the gentic significance of the unilateral 
defect of the umbilical artery in malformations. B, MEYER. 
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*On post-operative adhesions in the abdominal cavity. A. MAYER. 
Experiences with solution of iodium (Pregl) in laparotomies. KE. Voor. 
"Experiences with Bacillosan. F. HANak. 
The cause of pernicious vomiting in pregnancy. F. RANZEL. 
Shall we operate on a purulent tumour of the adnexa or shall we not? G. 
KATZ. 
No. 24, June 17, 1922. 
*The result of intravenous therapy in non-complicated gonorrhoea in 
women. C. J. Gauss. 
*Principles in the treatment of retroversio-flexio uteri. R. TH. v. JASCHKE. 
Rupture of the uterus sub partu without apparent cause. R. SCHWAR. 
On the question of trichomonas-colpitis. S. STEPHAW. 
*Some rare cases. F, HOFBAUER. 
On the improvement of the reunion of the wound by agrafes (v. Herff). 
H. HELLENDALL. 
No. 25, June 27, 1922. 
Capillary-microscopical cxaminations. G. LiNGENMEIER. 
Eclampsia in puerperium. G. BIRNENFELD. 
Clinical observations on post-partum eclampsia. H. THALER,. 
A case of vagitus uterinus. TH. JOHANNSEN. 
On the indications for ventrifixatio uteri. FE. EKSTEIN. 
Radical operation on inguinal and femoral hernia by plastic use of the 
uterus in combination with a laparotomy done for another reason. 
H. H&ELLENDAIL. 
No. 26, July 1, 1922. 
Heus in pregnancy. I,. HANDORN. 
Therapy of septic abortion; remarks on the collected statistics of Dietrich. 
A. HASELHORST. 
How to explain vomiting in pregnancy? M. Davin, 
*A wound of the pregnant uterus in the ninth month. Kk, ‘TROFIK. 
On the indication for total extirpation in some peculiar cases of rupture of 
the uterus. H. v. ORTENBERG. 


No. 27, July 8, 1922. 

Smallness of the vagina and tuberculosis with special reference to the 
genital function. O. WOLFRING. 

Active or conservative treatment in the cure of abortion? R. FUNKE. 

*On the intravenous treatment with trypaflavine of gonorrhoea in women. 
A. PINCSOHN. 

*On the treatment of mastitis with vuzin. H. STRICHELE. 

A contribution to the artificial formation of the vagina. ROSENTHAL. 


No. 28, July 15, 1922. 

Stalagmometrical examinations of urines. KJ. v. ORTTINGEN. 

Calculus of the bladder as an impediment to the passage of ‘the child. 
W. BOETTICKER. 

*On knotting of the ureter. F. BIERENDE. 

Contribution to Goebell-Stoeckel’s operation for incontinence of urine. 
A. DE GRISOGONO. 

Thermopenetration in the therapy of diseases of the bladder in women. 
V. T. v. BUBEY. 
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No. 29, July 22, 1922. 

On the statistics of carcinoma. C. MENGE. 

On the technique of the intrauterine and intravaginal application of 
radium. H. EYMER. 

*Physiology of the vessels of the placenta. W. SCHMITT. 

Questions on carcinoma. F. WOLFF. 

Is the influence of collargol and electro-collargol due to its percentage of 
‘“‘ Schutzcolloid ’’?) H. A. DIETRICH, 

Temporary compression of the uterine blood-vessels in women with 
placenta przevia or atonia uteri who have lost great quantities of blood. 
A. v. REDING. 

No. 30, July 29, 1922. 

Explanation of torsion of ovarian cysts. H. SELLHEIM. 

"Significance of the female generative organs in renal diabetes. H. 
KUSTNER. 

The use of determining the rapidity of tinting of the blood-corpuscles in 
gynecology. E. RuMPrF. 

A case of a peculiarly long interval in the birth of twins. R. JAHREISs. 

Tumours of the brain and psychosis after gynzecological operations. W. 
PFEILSTICKER. 


Perforation of the living child or extra-peritoneal Cesarean section? A plea for 
the extraperitoneal Ceesarean section on the occasion of the 200th operation 
in the Breslau Hospital. Mortality 1 per cent. Since the operation has 
been done not one living child has been perforated, not even after it had 


already suffered considerably. The article defends the well-known opinions 
of its author. 


Cesarean section on the non-contracting uterus. In general an operation is 
only done in Germany when the cervix is far enough dilated. If the 
operation is performed before contractions set in the danger is feared of 
atonic bleeding and retention of lochia. Contrary to this generally accepted 
theory the author has not had any of the two complications in 33 cases of 
Ceesarean section done before contractions set in. 


A case of circular tear of the cervix. A virgin of 20 years old fell from a 
height of one meter upon a beer-bottle of which the neck after piercing the 
hymen penetrated into the vagina. Immediately behind the hymen the 
vagina was torn circularly and separated entirely from the paravaginal 
connective tissue as well as from the rectum and from the urethra. Upon 
suture the healing of the wound followed without complications. 


On post-operative adhesions in the abdominal cavity. Recommendation of the 
artificial pneumoperitoneum to facilitate diagnosis. 


Experiences with bacillosan. ‘The author, as many others, obtains negative 
results in the treatment of leucorrhcea with bacillosan, a preparation 
recommended by Loeser, and consisting of living lactic acid bacteria. 


Results of intravenous therapy in non-complicated gonorrhea in women. Forced 
by the bad results which he obtained with the different methods of local 
treatment Gauss treated the uncomplicated cases of feminine gonorrhoea 
in a field hospital for women in France with the intravenous injection of 

K 
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vaccines (gonargin, gonotropin, auto-vaccines) or chemicals (collargol, 
silver-, copper-, gold mercury). In both series he obtained, against expec- 
tations, good results with this intravenous therapy in cases of open 
gonorrhoea of the mucosa, without any local treatment being applied ; this 
encouraged him to continue these experiments. Especially in chronic 
cases the results were evident (80 per cent. cures). The duration of the 
treatment was from five weeks (gold-mercury) to 12 weeks (collargol). 


Principles in the treatment of retroversio-flexio uteri. y. Jaschke does not even 
operate on one-third of all cases of retroflexion brought into the hospital, 
as he is of opinion that the anomaly in the position is secondary and that 
the complaints of the women have quite different foundations (complica- 
tions originating in the intestines, veil-like adhesions of the adnexa, 
peritoneal tuberculosis, caecum mobile, general enteroptosis, etc.). If he 
does operate he rejects the Alexander-Adams method on principle. He 
opens the abdominal cavity and fixes the uterus according to the method 
of Doléris-Schauta. 


Rare cases. (1) Diagnosis: appendicitis or inflammatory affection of 
the tubes; proved to be torsion of an appendix epiploica. (2) Repeated 
tubal pregnancy five months after an operation for tubal pregnancy on the 
other side. (2) Vaginitis crouposa of a primigravida owing to contact with 
cows that suffered from vaginal catarrh caused by a short Gram-negative 
streptococcus. (4) Papillary cystoma of a third ovary. 


Wound of the pregnant uterus in the 9th month. ‘The husband had given 
his wife several thrusts in the abdomen with a long-pointed knife. One of 
these had reached the uterus, in consequence of which a loop of the umbilical 
cord prolapsed. Classical Cresarean section; living child, showing a 
wound of the scrotum caused by the same knife, which had to be sutured. 


On the intravenous treatment with trypaflavine in gonorrhea in women 
Communication of 24 cases of gonorrhoea, acute and chronic, treated intra- 
venously with trypaflavine. Cures in only two cases. 


On the treatment of mastitis with vuzin. Good results in 20 cases of mas- 
titis, puerperal, and after eczema. In the infiltrating cases injections were 
given round the infiltrate with vuzin-solution, 1 in 4oo, until the infiltrate 
had formed an abscess. The abscess is punctured and the cavity filled 
with the solution. This method of treatment is painful and costs much 
time. 


On knotting of the ureter. In cases where in an operation the ureter is 
cut and implantation into the bladder is impossible, the method recom- 
mended by Kawasoye may be of great use. One or two knots are made in 
the ureter, in the same way as a true knot of the umbilical cord, and below 
these two a ligature is placed. If the ureter is only ligated without a knot, 
the pressure of the urine column may cause the ligature to cut through 
the wall, so that the stump allows the urine to pass. Bierande describes a 
case of knotting of the ureter with favourable results. 


Physiology of the vessels of the placenta. ‘The. vessels of the placenta are 
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very interesting from an anatomical point of view because they have many 
fibres of non-striated muscle and probably no nerves, and thus also from a 
physiological point of view, because in that case the vessels of the umbilical 
cord and of the placenta would be the only vessels without innervation. 
This would render possible the solution of the moot question of the action 
on the muscle of the vessel-wali or on the terminations of the nerves in 
them. The author tested by means of the injection of salt solution con- 
taining the substances to be tested in the umbilical vessel and with the 
method of vessel-strips as indicated by McWilliams, whether the vessels 
of the placenta react to various stimulations in the same way as the vessels 
of other organs, and whether it would be possible to discover the influence 
which regulates the width of the vessels in vivo. With both methods the 
conclusion was arrived at that the vessels of the placenta behave in the 
same way under influences of temperature, electric stimulants, histamine and 
barium chloride, as is known of the vessels of other organs. Only in the 
case of adrenalin an important difference appeared: the vessels of the 
placenta did not react even to great quantities of adrenalin. his striking 
difference gives rise to the suspicion that the seat of action of adrenalin on 
the wall of the vessel is different from the seat of action of other stimulants. 
The great sensitiveness of the vessels to oxygen was very remarkable. A 
fixed concentration of oxygen causes a fixed width of the vessel. If oxygen 
is driven out by CO, or N, the vessels dilate; this strong influence of O, 
on the vessels of the placenta suggests that also in the living organism 
this action of O, is one of great importance for the width of the vessels, 
all the more as the vessels of the placenta cannot be influenced as the other 
vessels through the agency of the vaso-constrictor nerves and vaso-dilator 
nerves by the central nervous system. 


Significance of the female generative organs in renal diabetes. On the basis of 
experiments with rabbits that show renal diabetes in pregnancy, where 
Kiistner extirpated either the gravid uterus or the ovaries, he comes to the 
conclusion that renal diabetes in pregnancy does not arise through the 
fertilized ovum, owing to changes in foetal metabolism, but that the secre- 
tion of sugar is only dependent upon the function of the ovaries; the 
glycosuria ceases after extirpation of the ovaries, and by implantation of 
the ovaries of pregnant animals a sensibility of the kidney to sugar can be 
arrived at in non-pregnant animals which lasts several days. 

I. A. WIJSENBEEK. 


The following abstracts are reprinted from ‘ MEDICAL, SCIENCE : ABTRACTS 
AND REviEws,” by kind permission of The Medical Research Council. 

Electrotherapy in gynecology. ZimMMERN, A. Arch. Radiol. and K[lectro- 
therap., 1922, xxvi, 301. Abstract from ‘ Medical Science : Abstracts and 
Reviews,’ 1922, vi, 5. 

The author states that although electricity is little used at the present 
time, particularly since the war, the general results of its use sanction its 
usage. In some cases of fibroids the uterine galvanic sound has been 
known to control heemorrhages which could not be stopped by radium or 
X-rays : 30-90 milliamps (positive pole) for five minutes twice a week is 
sometimes able to reduce or remove the haemorrhage. Successful treatment 
largely depends on correct diagnosis. In cases of metritis there are four 
methods of treatment: (1) galvanic current with positive pole introduced 
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in the uterus, (2) the same with negative pole introduced, (3) ionic electro- 
lysis, (4) high frequency. Positive cauterization is generally preferred 
when there is meno- or metrorrhagia. Carbon sounds are used and should 
be introduced as far as possible and be of large size: a current of more 
than 40 milliamps should be used, particularly if fungosities or ulcerations 
are to be cauterized. Smaller currents should be used to begin with; in 
each case treatment depends on the patient and should not be followed by 
pain. Results may be obtained from the first seance, but usually five to 
fifteen are necessary. Obstinate haemorrhage, which either is not benefited 
or is made worse by treatment, is probably due to a sub-mucous fibroid or 
a polypus. 

If heemorrhage be not the most marked symptom and the metritis be 
of the dystrophic type, remarkable effects may be obtained from negative 
galvanocaustic treatment with 15-30 milliamps. By this method a hyper- 
secretion is produced which drains the glands from within outwards. ‘The 
high-frequency current seems to produce a similar hypersecretion. In cases 
of long-standing gonococcal metritis silver ionization is of great use; this 
may be carried out with a silver sound connected with the positive pole. 
Two seances a week with 20 milliamps for 5-10 minutes is sufficient, and 
in favourable cases after three to four weeks the patient becomes con- 
valescent. Before extracting the sound the current must be reversed and 
a lower intensity used for one or two minutes. In all cases an acute, 
subacute, or purulent inflammation of the uterine appendages contra- 
indicates electrical treatment. A short acount is given of the author’s 
method of treating dysmenorrhcea due to excessive flexion of the uterus. 
As regards stricture of the cervix, the author states that the same principles 
as those used in the electrolytic enlargement of the male urethra can be 
used both in congenital and acquired cases and that the treatment is without 
any danger: the technique is described fully. 

In amenorrhcea and sterility negative electrolysis is also valuable. As 
regards the former, intrauterine or intracervical applications with a galvanic 
current of 20 milliamps for five minutes two or three times in the week 
preceding the period may produce a favourable result. As regards the 
latter, the cause, in the author’s opinion, is due for the most part to flexion 
or stricture, both of which have been referred to above; if salpingitis exists, 
galvanic current must not be used. If the cause be only congestion of the 
tubes, daily applications of the faradic current may be made. 

In conclusion, the author refers to various other conditions in which 
electrotherapy may be of use, especially in cases of anal fissure. P.1,.-B. 


On new spirochetal forms found in heredo-syphilitic foetuses. CriAriA, FE. Su 
nuove forme spirochetiche riscontrate nei feti eredosifilitici. Boll. d. Ist. 
Sieroterap. Milanese, 1921, ii, 81. From ‘‘ Medical Science : Abstracts and 
Reviews,”’ 1922, vi, 5. 

Investigations were carried out by means of the following method : 
Small pieces of fresh tissues are fixed and mordanted for eight days in a 
mixture filtered before using, and consisting of distilled water 500 ccm., 
potassium bichromate 10 gm., chromium fluoride ro gm., chromalum 20 gm., 
copper acetate 5 gm., acetic acid 5ccm. The pieces are then passed for 
12 days into a second mixture consisting of distilled water 100 ccm., 
potassium bichromate 2 gm., chromium fluoride 2 gm., chromalum 4 gim., 
osmic acid 0.25—0.50 gm. to be added last and after having filtered the 
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mixture. There should be about 20 ccm. of mixture to every piece, and the 
bottle should be moved about every day, adding some fresh fluid when the 
odour of osmic acid is no longer noticed. After washing for 24 hours in 
running tap-water, the pieces are embedded in celloidin in the usual way. 
Sections are cleared with carbol xylol and mounted in balsam. A previous 
counter-staining is possible, but not necessary. In successful specimens 
spirochetes stand out stained greyish-black on a yellowish background, if 
no counter-staining was carried out. 

The method was systematically applied to the study of various tissues 
from 10 heredo-syphilitic foetuses, and from a great quantity of control 
material comprising still-born but not syphilitic foetuses, embryos from 
various animals, testes from rabbits experimentally infected with syphilis, 
tissues from cases of G.P.I., tabes dorsalis, syphilitic aortitis, &c. The 
results obtained are illustrated by three beautiful plates, and summarized 
in the following conclusions: (1) The osmio-bichromic impregnation is 
sufficient to show spirochzetic forms. (2) In heredo-syphilitic foetuses, 
spiral micro-organisms occur with the characteristics of the genus 
Treponema and Spirocheta. Of these some are similar to Spirocheta 
pallida, many are morphologically different from this last. (3) The spiro- 
cheetic forms newly observed are characterized by the presence of an axial 
cylinder (screw-like forms), by a terminal efflorescence of changing shape, 
and by varying dimensions which may be smaller, the same or greater than 
those of Spirocheta pallida. In addition, rare rosette-like forms are notice- 
able in heredo-syphilitic foetuses. (4) None of the new forms appear to 
exist in other materials, whether syphilitic or not. (5) The new forms 
probably belong to the biological cycle, of Spirochata pallida, and are, 
perhaps, produced under particular life conditions not as yet clearly 
ascertained, C.d. F 
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REPORTS OF SOCIETIES 


THE ROYATI, SOCIETY OF MEDICINE. 


SECTION OF OBSTETRICS AND GYNAICOLOGY. 


Meeting held on June 1, 1922. 
The President, Prof. HENRY BriIGGs, in the chair. 

Mr. GORDON LUKER showed a specimen of a 
UTERUS REMOVED WITH A SOLID OVARIAN TUMOUR FOR OBSTRUCTED LABOUR. 

The tumour lay in Douglas’s pouch and was pushed down into the 
pelvis by the foetal head. It measured 19 by 9 by 4.5 cm.; its surface was 
smooth ; on section it was dull white and whorled in appearance. ‘Towards 
the centre it appeared degenerate and was yellow. It was not adherent to 
other organs. There was no cvidence of any other pelvic disease. The 
tight ovary appeared healthy. 

The patient was a primigravida, aged 40, admitted to the London Hos- 
pital on April 24, 1922, having been 14 hours in labour. Forceps had been 
applied unsuccessfully before admission. 

On admission the patient’s general condition was good and the child 
alive. The os was three-quarter dilated and torn; the uterine action was 
strong. The diagnosis rested between an ovarian tumour and a fibroid of 
the uterus; the latter seemed more probable. 

Cesarean section was decided upon, because the foetus was about 15 
days post-mature and large, its heart beats were becoming more rapid, and 
because of the mother’s age. If the child was born alive it was decided to 
remove the uterus because of probable infection. 

The child was extracted in the usual way alive, and the uterus, left tube 
and left solid ovarian tumour were removed ; a small portion of the cervix 
was left behind. The patient made an uninterrupted recovery. Histo- 
logical examination of the tumour showed it to be a solid polygonal-celled 
scirrhus carcinoma of the ovary. 

Mr. Iwuker said he was aware that his treatment was not orthodox in 
performing Cresarean section for an obstruction by an ovarian tumour, 
especially when the chances of sepsis made hysterectomy necessary ; he 
repeated his arguments for the course he took in this case. 

Dr. HERBERT SPENCER thought the right treatment had been carried out 
in removing the uterus; he would, however, have preferred total hysterec- 
tomy, as it removed the cervix, which was torn and the most likely part to 
be infected. The specimen appeared to be an undoubted case of unilateral 
hard carcinoma. He had, however, seen two cases of unilateral soft car- 
cinoma of the ovary which, although softened at the time of operation, 
remained well for many years, and one of the patients had since had 
children, He agreed with the President that in spite of the typical 
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appearance under the microscope of medullary cancer, there was a doubt 
whether they were cancer at all. 

Dr. ANDREWS said that if Mr. Luker hoped for adverse criticism of his 
treatment of this case he would probably be disappointed. The case did 
not come into the ordinary category of labour complicated by an ovarian 
tumour, in which Czesarean section was to be deprecated. The reasons 
given by Mr. Luker for the course which he adopted, namely the age of 
the patient, and the probability of infection during the attempt at delivery 
by the forceps, would satisfy most people that Mr. Luker was justified in 
performing the operation of Cesarean hysterectomy. 

Mr. GORDON LUKER also read a short communication on 

CARCINOMA OF THE CERVIX FOLLOWING GONORRHGAL CERCIVITIS. 

He reported the case of a woman, aged 28, the mother of two children, 
who had a carcinoma of the cervix removed by him. 

The patient had developed a discharge, in which gonococci were found 
five months previously, and was treated for gonorrhoea at the London 
Hospital with local applications of silver nitrate solution from August 27, 
1921, until November, when she was referred to Mr. Luker on account of 
polypoid warts. He found irregular ulcertaion of the external os; the edge 
Was undermined and bluish. He decided on partial amputation of the 
cervix and in doing this found the tissues of the cervix were friable. 
Kxamination of the tissue removed showed squamous-celled carcinoma, 
with much inflammation. 

The uterus was removed successfully by Wertham’s method. Mr. Luker 
said that the case seemed to support the “ irritation theory.” 

The communication was discussed by Dr. ARTHUR GILES, who thought 
the view that the carcinoma had been brought about by the gonorrhoea or 
the treatment adopted would be difficult to prove or maintain. He pointed 
out how rare carcinoma of the cervix was and how common gonorrhoea was 
in nulliparse. If a causal relation were established we should not expect 
carcinoma of the cervix to be almost unknown in nulliparz. 

Mr. Rivett questioned whether irritation is a causal factor in carcinoma 
of the cervix. If so he said cases should be common associated with 
procidentia. 

Dr. HERBERT SPENCER had seen only two cases of cancer of the cervix 
and vagina in cases of procidentia. He had- published his opinion that 
there was probably a close connection between venereal diseases and cancer 
of the cervix. Mr. Luker’s case seemed to be an undoubted squamous- 
celled carcinoma, but papillomatous growths occurred which closely resem- 
bled carcinoma unless the sections were made with great care. 

Dr. Russel, ANDREWS was not satisfied that the growth followed treat- 
ment by silver nitrate, as the deep tissues were found to be friable within 
five months, showing the growth not to be very early; it might have been 
present when treatment began. He had shown a case of carcinoma 
associated with prolapse, and on that occasion the majority of the Fellows 
considered it an exceedingly rare condition. 

Prof. BriGGs, the retiring President, had a paper on 

CONSERVATIVE LABOUR-INDUCTION 


of which the following is an abstract. 
In the treatment of labour in the minor degrees of pelvic contraction or 
of the equivalent foetal oversize, the first place belongs to labour-induction. 
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In practice, whether debated, accepted or declined on any of its attri- 
butes, there can be no denial of its outstanding merit as the nearest approach 
to normal labour. 

The obstetrical meridian is occupied by well-housed and well-managed 
normal labour. 

On its borderland, within the above group, arise exacting appeals to 
Higher Obstetrics to be gradually or promptly fulfilled prior to the adop- 
tion or exclusion of induction, 

A half-hearted faith in clinical investigation shelters under Czesarean 
section. 

A whole-hearted faith resolutely seeks and gathers diagnostic equipment 
for a more accurate differentiation, and limits and lifts Caesarean section. 

Notoriously disturbing elements in labour-prognosis are attached to the 
uncertainties in the behaviour of a flat pelvis of minor degree, and the 
surprises they have so far impressed upon clinical discernment and labour 
management. 

The generally contracted pelvis, or its equivalent in minor degrees, is 
a formidable antagonist during full-term labour, it intensifies the head 
moulding and the expelling forces; increases the suffering ; demonstrates 
the invaluable benefits of opium against a too hasty or too early forceps 
application with the risk of the object lessons of forceps-failure, an easy 
and rare craniotomy or a conservative Ceesarean section. 

In the interests of the child the practice of induction earlier than the 
thirty-sixth week was, in my opinion, in 1893, to be discouraged, if possible, 
as full-term Czesarean section had promised the brighter future it has since 
shown, and had on two occasions been adopted by me in the treatment of 
labour in the major degrees of pelvic contraction. 

The foetus in the thirty-sixth week or later has reached a period of 
eligible viability ; it became in my practice the workable criterion. 

The selection of induction—the persistent crux of obstetricians—leads 
beyond an isolated pelvimetry or the latest ruling on the pelvic conjugate. 

It raises the accoucheur’s bimanual estimate of the relative size of the 
foetal head and the pelvis to a responsible antenatal assessment to which 
average fingers and thumbs have generally proved equal without or with a 
judicial allowance for adaptability and compensation within the concerned 
anatomical structures and physiological functions. 

Dr. HERBERT SPENCER said that the paper dealt with induction of labour : 
he pointed this out as many were apt to confuse this with induction of 
premature labour, the foetal mortality of which was much higher than when 
induction was carried out at, near or beyond term. 

He had in 35 years only known one patient die of infection after induc- 
tion of premature labour: the case was after a very prolonged labour and 
the occurrence of high fever and a rigor, operated on by Caesarean section, 
and died of peritonitis—the only fatal case he had had after Csesarean 
section for contracted pelvis. : 

Last year at University College Hospital they had had 44 cases of 
induction of premature labour, with two foetal and no maternal deaths. 

A child would be born alive through a 3-inch conjugate and grow up 
into a healthy woman. But usually he limited his cases to pelves with a 
3}-inch conjugate, and for these cases induction at the 35th, 36th or 37th 
week was usually required. The reason induction was not more often done 
was that Continental practitioners had been misled by the formule of 
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Dubois at the 7th month (lunar) for a 7 centimetre conjugate, at 74 months 
for 7.5 conjugate, etc. To induce labour at these dates was equivalent to 
craniotomy. 

He had induced labour in a very large number of cases: one woman 
had 12 living children, all of which had been induced by the speaker. 

He agreed with the President that Caesarean section was done too often. 

Dr. ANDREWS congratulated the President on his paper, which was of 
special value at the present time, when there was a danger of Cesarean 
section being performed indiscriminately in cases of minor degrees of 
contraction of the pelvis. As one who believed that induction of premature 
labour was a most valuable procedure, not to be relegated to the scrap-heap 
as old-fashioned and out-of-date, Dr. Andrews welcomed the paper. There 
were two factors which led to the idea that induction of premature labour 
should be given up. One was that it was often performed too early, on 
account of the ancient heresy, which was still deeply rooted not only among 
patients, but also among some medical men, that a seven months’ child 
might live, while an eight months’ child had less chance of living. The 
other factor was that still more patience was necessary in delivery of a 
premature child than in labour at term, and those who hastened the delivery 
of a premature infant by use of the forceps were usually disappointed with 
the result. The premature, incompletely ossified, head could not stand 
pressure which might be harmless in the case of a more completely ossified 
head at term. If induction of premature labour was done at the right time, 
and the delivery conducted with patience, the results were excellent, and 
were more likely to be repeated time after time than if Cesarean section 
was performed, as the high rate of sterility after Csesarean section, what- 
ever the explanation of it, must not be forgotten. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICATL 
SOCIETY. 
Meeting held in Liverpool, March 17th, 1922. 
The President, Mr. H. Ciirrorp (Manchester), in the Chair. 
The PRESIDENT showed a specimen of 
DOUBLE TUBERCULOUS PYOSALPINX. 
Dr. DANiEL DouGalL, (Manchester) described a case of 


CHORIONEPITHELIOMA OF THE UTERUS WITH BILATERAL LUTEIN CYSTS OF THE 
OVARIES. 

M.H.J., a ii-para, aged 35 years, was admitted to St. Mary’s Hospital 
under my care in June, 1921. She gave a history of 14 days bleeding after 
four months amenorrhoea and just previous to admission had passed a 
hydatid mole, part of which was brought with her for inspection. Quite 
apart from the bleeding, she had been very ill for five weeks from what she 
described as an attack of influenza, and on admission was in a very serious 
condition with high temperature, feeble rapid pulse and general emaciation. 
There was also an extremely offensive vaginal discharge. 

On examination, there was a little enlargement of the uterus, nothing 
more. As she was so ill treatment was restricted to digital exploration of 
the uterine cavity and swabbing out with an antiseptic. 
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She gradually improved, all bleeding stopped, and she was discharged 
at the end of a fortnight’s time with instructions to report again in a month. 

She did so and stated that the haemorrhage had just recurred. On 
examination, the uterus was enlarged to the size of a two months’ preg- 
nancy, a cystic swelling about the size of a foetal head lay in the right side 
of the pelvis and another of similar size higher up in the abdomen on the 
left side. 

She was admitted to hospital at once and I decided to remove the uterus. 
At the operation I found a uniformly enlarged uterus and double ovarian 
cysts, all of which I removed. Recovery was uneventful and she went home 
in three weeks time. I have seen her several times since and she is still 
in good health. 

The uterus contained a dark infiltrating growth and microscopically 
presented the typical picture of chorionepithelioma. Numerous villi under- 
going vesicular change were also present. Both ovaries were completely 
converted into cystic tumours of a pale yellow colour with thin walls 
between the loculi. Sections showed them to be composed of thinned-out 
lutein tissue. 

The interesting features in this case were : 

1. The severe illness prior to admission and probably due to a 
toxremia of pregnancy. 

2. The preceding hydatid mole. 

3. Extensive cystic transformation of both ovaries. Ina recent paper 
Cottalorda found that bilateral lutein cysts were present in 59 per 
cent. of cases of hydatid mole, and in 9.4 per cent. of cases of 
chorionepithelioma. (Gynecol. et Obstét., 1921, 4, 119.) 

Dr. DouGal also showed a specimen of 

HYDROMETRA ASSOCIATED WITH ABSENCE OF THE VAGINA AND GENITAL, 
TUBERCULOSIS 


the account of which will appear in a subsequent number of the Journal. 

Professor BLAIR BELL (Liverpool) was interested to hear that the hymen 
was well formed, as it supported his views on the development of that 
structure. 

The PRESIDENT described a case of 

DOUBLE UTERUS AND VAGINA WITH UNILATERAL HASMATOCOLPOS. 

The patient, aged 15 years, was admitted complaining of pain in the 
region of the coceyx of two months’ duration and more severe at her 
menstrual periods. Menstruation had occurred regularly for the past six 
months, each period lasting four days. Abdominal examination showed 
nothing abnormal. On vaginal examination there was found a fairly tense 
swelling in the right fornix and pressing back into the rectum. Operation : 
Lying where the uterus is usually found was a central cystic mass about 
the size of a Jaffa orange from the top of which were springing ‘two uteri 
with tubes, round ligaments and ovaries. The left ovary was cystic and 
about the size of a duck’s egg. This was removed and the abdomen closed. 
The patient was then placed in the lithotomy position and the cystic swel- 
ling felt in the right fornix incised and drained. It contained the usual 
dark, thick material found in haematocolpos. Recovery was uneventful. 

Dr. FietcHER SHAW (Manchester) described a case of 


DOUBLE VAGINA AND UTERUS WITH HASMATOCOLPOS ON ONE SIDE. 
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A single girl, 28 years of age, had a history of menorrhagia. ‘The periods 
recurred regularly but lasted 14 days and had done so for six years. For 
three years she had had no pain either at or between the periods, but 
previous to that she had suffered from a certain amount of dysmenorrhcea 
and sometimes from intermenstrual pain. On examination I found the 
uterus to be normal in size and position and on the left side and behind it 
a cystic mass about the size of a small orange which appeared fixed to the 
bottom of the pelvis and which I took to be an ovarian cyst—probably a 
dermoid—adherent to the floor of the pelvis, or a small broad ligament cyst. 

I opened the abdomen and found the uterus in good position and slightly 
enlarged. Both tubes and ovaries were apparently normal, and on the left 
side of the uterus deep in the pelvis and between the layers of the broad 
ligament a tense cyst, about the size of an orange, was to be felt which I 
now took to be a small broad-ligament cyst. I incised the peritoneum, 
opened up the left broad ligament and began to dissect out this cyst, but 
found it rather more difficult to shell out than these cysts usually are, and 
the difficulty became greater the further I got down into the pelvis. During 
the dissection a small rupture was accidentally made in the cyst wall and 
thick, black tarry material escaped. I continued to dissect this cyst to the 
base and then found an area, about the size of a shilling, which I could not 
dissect off, and in doing this dissection I accidentally opened the vagina 
in one or two places, as the wall seemed very thin in this situation. I now 
opened the cyst up widely and cut it away from the base which I could not 
separate and then for the first time correctly diagnosed the condition as, 
opening into the centre of this base, I found an opening directly communi- 
cating with the uterus. I also noticed for the first time a slight depression 
of the fundus of the uterus indicating a double uterus, each half of which 
opened into a separate vagina; the right vagina was patent and the left 
was closed and so the blood from the left side of the uterus had gradually 
distended the vagina and had formed a heematocolpos, which was the 
tumour I had dissected out from the left broad ligament. The extra- 
ordinary feature of the case was the gradual accumulation of blood to form 
a heematocolpos without the production of any pain. After opening up 
the right vagina I stitched its left wall to the left side of the uterus above 
the left external os, so that both openings in the uterus now communicated 
with the right vagina. 

As the vagina had not been sterilized before the operation I left a drain 
through the abdominal incision to the bottom of the pelvis for a few days. 
The patient made an uninterrupted recovery, and when I saw her again in 
four months menstruation was normal and regular and she had no pain. 
The wound was sound, the uterus in good position and the only slight 
abnormality I could find was slightly increased depth of the left fornix of 
the vagina. 

Dr. FLETCHER SHAW also described a case of 
UTERUS DIDELPHYS WITH OCCLUDED OS ON ONE SIDE GIVING RISE TO HAiMA- 

TOMETRA AND HA‘SMATOSALPINX. 

A girl, 14 years of age, was brought to see me in August, 1921, with a 
history of severe dysmenorrhoea. Menstruation had commenced at 13 years 
of age and she had had nine periods with very severe dysmenorrhoea on 
each occasion, and for three weeks there had been severe continuous pain 
on the left side with an intermittent temperature of 101°. 

I could not examine her per vaginam, but per rectum I could make out a 








540 Journal of Obstetrics and Gynecology 


big swelling to the left of the middle line and without making a definite 
diagnosis I decided to examine her under an anzesthetic and probably open 
the abdomen. In September, 1921, I took her into St. Mary’s Hospital. 
Under the anzesthetic 1 could find nothing abnormal in the vagina nor in 
the cervix on digital examination. In the pelvis there was a large cystic 
swelling and I could not definitely separate the uterus from it. I then 
opened the abdomen and found what I took to be the uterus lying in the 
middle line with a cystic swelling formed from the left Fallopian tube 
behind it the size of a Jaffa orange, and firmly adherent to this cyst were 
intestines and omentum. After separating the adhesions I lifted this large 
tube out of the pelvis and separated it from the uterus, and then found it 
to be filled with black semi-fluid blood. After this 1 was able to examine 
the pelvis carefully and found what I had taken to be the uterus was in 
reality only the left half of a uterus didelphys which was very much 
enlarged and soft and also contained black semi-fluid blood, while the 
right half of the uterus with its tube and ovary seemed healthy and firm. 
These two halves of the uterus were completely separated down to the 
cervix and the bladder was adherent to the front of them and at the bottom 
of the groove between them. 

I made an incision in the left half of the uterus and found it was dis- 
tended with typical tarry blood, and as it had been so much distended and 
I could not find any cervical canal 1 thought it better to remove it. | 
stitched over the muscular coats in the line of incision so as to make a 
firm muscular wall for the remaining portion of the uterus and covered the 
raw base of the left broad ligament with peritoneum, and so was able to 
leave the patient a good uterus with one tube and ovary. 

The patient made a good recovery, and I hope that if she marries this 
uterus will be able to bear children, 

Dr. J. W. BripgE (Manchester) described a case of 
PREGNANCY COMPLICATED BY CARCINOMA OF THE RECTUM; CA‘SAREAN SECTION, 

This case is of interest as showing the feature of complete obstruction 
of the pelvic canal with carcinomatous growth originating in the rectum. 

The patient was a primigravida, aged 25 years. She first had trouble 
with the bowels in August, 1918, when she suffered from marked constipa- 
tion. A month later she developed boring pains in the back and seat and 
noticed a slight discharge of blood and slime in the motions. 

She reported at the St. Mary’s Hospital Out-patients’ Department in 
February, 1919, and was referred to the Manchester Royal Infirmary for 
treatment. She was there pronounced a case of inoperable carcinoma recti, 
and Mr. Charles Roberts performed colotomy on April 9th, 1919. On April 
13th she had 24 hours radium treatment, and stated that the discharge 
became much worse after this for a short time; but after a month’s rest in 
the Christie Hospital for Cancer her condition rapidly improved. 

She married, and in August, 1919, became pregnant. She felt pretty 
well up to the fourth month, but was never quite free from rectal discharge. 

I first saw her for Dr. Donald, and admitted her for observation on 
January 3rd, 1920, keeping her in the hospital for five days. Menstruation 
regular, 28 days duration, three days moderate amount; last period August 
14th, 1919. This was her first pregnancy, and the size of the uterus corres- 
ponded to the period of amenorrhcea, about 44 months. Examining per 
vaginam, the cervix was small and soft and the os was closed; but it 
appeared to be set in a mass of solid, firm growth surrounding, but 
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apparently not involving it at all. It corresponded very much to the 
description of the plaster of Paris mould, so often applied to cases of pelvic 
cellulitis. The rectum allowed the finger to be inserted half an inch, and 
then solid impassable growth was encountered. The left iliac region con- 
tained the artificial anus of the colotomy, and the girl was wearing a 
colotomy belt. 

I debated for some days as to the proper course to pursue, and finally 
decided to allow the pregnancy to proceed on the following grounds : 
(1) The girl’s general condition was good, and she herself was anxious to 
have a living child. (2) | was convinced that it would be almost impossible 
to dilate the cervix sufficiently to extract even a five months foetus. (3) If 
the uterus must be emptied from above with the ever-present risk of 
contamination from the colotomy wound, as well do it later as now. I 
therefore allowed her to go home and attend fortnightly at the out-patients’ 
department, till such time as a Caesarean section could be performed, when 
the child was viable. 

At seven months she had a profuse bleeding from the rectum, and was 
treated by the House Surgeon at her home. ‘Three weeks after this she 
had a very severe rectal haemorrhage, and was adinitted to the hospital on 
March 27th at 3.20p.m. I saw her at once, and she had become much 
worse, not having lost much flesh but being very pale and having much 
pain. A peculiar symptom was progressive loss of vision, which ended in 
complete blindness. The urine was free from albumin. I decided to 
perform Caesarean section at once, the child being still alive, though this 
factor was of minor importance, and the period of gestation was about 7} 
months. I extracted a living child, and then looked at the pelvic floor, and 
found that it was simply a mass of growth. Having, when I first saw her, 
anticipated trouble with regard to dilatation of the cervix, I tried to dilate 
it with my finger from above. I failed to do this, and I also felt that if 1 
tried to remove the uterus it would be fatal, so firmly was it embedded in 
the growth. I therefore closed the uterus and abdomen, and applied 
collodion to the wound to prevent, if possible, soiling from the artificial 
anus. I then succeeded in dilating the cervix from below to the size of 
the index finger after considerable difficulty, but 1 was quite unable to do 
more than this. ‘The day after operation she was quite blind. The bowels 
were well opened via the artificial anus, and she never developed any signs 
of peritonitis. She died of exhaustion three days after operation. 

I performed a post-mortem examination. ‘There were no signs of peri- 
tonitis. ‘The uterus was distended with blood, and had not drained. The 
cervix had not sufficiently dilated to allow the clots to get away. I expected 
to find some growth in the barin to account for the eye-symptoms, but 
found no secondary deposits in any of the viscera. I cut away a portion of 
the pelvic growth and sent it to the laboratory for examination, and scirrhus 
carcinoma was reported. 

I should like to emphasize the fact that the whole pelvic cavity was 
filled with and almost obliterated by the growth, which was of the consis- 
tence of cartilage. 

The striking features in this case are the youth of the patient, the 
advanced state of the rectal growth, and the fact that it grew around the 
cervix without invading it, so far as one could tell macroscopically. One 
wonders about the propriety of marriage for a patient with an artificial anus 
made on account of inoperable cancer of the rectum, and the fact that she 
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should become pregnant. The difficulties to be contended with were: 
firstly, the patient’s extreme anxiety to have a living child; secondly, the 
impossibility of emptying the uterus from below, even when I first saw 
her; and, thirdly, the presence of the artificial anus side by side with the 
Cresarean section wound to be. 

Undoubtedly the issue was a happy one for the mother, It would be 
interesting to follow the after history of the child, which was conceived in 
and born of a mother in an advanced state of carcinoma, and which left the 
hospital alive. 

Though I acted as circumstances forced me, I feel I should like to know 
what others might have done in such a case. 

Mr. L&YLAND ROBINSON (Liverpool) read notes from a case of 

PUERPERAL POLYNEURITIS, 

A primipara, aged 32, had severe post-partum hemorrhage following 
forceps delivery. Whole blood transfusion was carried out by Cabot’s 
method using a healthy Group 4 donor. ‘The first 14 days of puerperium 
were uneventful; in the third week mild fever, headache and malaise were 
succeeded by neuritis which, beginning in the legs, spread upwards and 
became almost general; this resulted in flaccid paralysis of the legs, arms, 
trunk and face, partial ophthalmoplegia and some involvement of the 
diaphragm and bowel sphincter. After a long illness of six months the 
patient made an almost complete recovery. 

The diagnosis lay between (1) septiceemia ; (2) an obscure blood toxcemia 
due to the blood transfusion; (3) acute infective polyneuritis, a condition 
described as a clinical entity by different observers during the war, 
although the donor was healthy and gave no history of serious illness, still 
he had served in France and latent blood infection could not be excluded. 


Meeting held in Manchester, May 5th, 1922. 
The President, Mr. H. Chirrorp (Manchester), in the Chair. 
Mr. HuGu Rep, M.B., F.R.C.S., was elected a member of the Society. 
Professor BRIGGS (Liverpool) showed a specimen illustrating 
COMBINED LESIONS IN THE BLEEDING UTERUS AT THE AGE OF 46. 
Long-standing menorrhagia, six weeks’ metrorrhagia and enlarged 
cervix which bled to the touch were the principal clinical features. ‘The 
patient was a married woman whose last of three healthy living children 
was born 19 years previously. ‘The specimen consisted of the uterus and 
was removed by vaginal hysterectomy. ‘The lesions present were chronic 
metritis, mucous retention cysts and corporeal endometritic polypi. 
Dr. DonaLp (Manchester) showed a specimen of 
PSEUDOMYXOMA OF THE APPENDIX. 


The abnormal condition of the appendix was discovered during an 
operation for the removal of an ovarian cyst. The latter was a simple 
multilocular cyst and showed no pseudomyxomatous change. 

Dr. Daniel, DouGAL (Manchester) showed a specimen of 

PSEUDOMYXOMA OF THE OVARY AND APPENDIX. 

The specimens were removed from a patient aged 41 whose only symp- 
tom was gradual enlargement of the abdomen for about six months and 
consisted of a huge pseudomyxomatous cyst the wall of which had given 
way in one place and the vermiform appendix enlarged to about the size of 
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a man’s thumb and distended with clear mucinous material. On opening 
the abdomen large quantities of pseudomyxomatous material were found 
lying free in the peritoneal cavity. 

The speaker was of opinion that the ovary was the primary seat of the 
disease and that the peritoneum and appendix were involved as a result of 
perforation of the wall of the cyst and the escape of active cells which 
grafted themselves upon the peritoneal surfaces. 

In the discussion which followed, Professor Briggs said that the tumours 
of the ovary and appendix were in his opinion doubtfully identical in 
character: he would like to have complete proof of the histological 
characters. 

Dr. Crortr (Leeds) showed a specimen of 

ADENOMYOMA BENIGNA UTERT. 


A single woman, aged 48, was admitted to the Hospital for Women, 
Leeds, in March 1922. She was extremely ill and had been bleeding freely 
from the vagina. Death occurred four days later from pulmonary cedema 
and other complications probably of influenzal origin. 

Menstruation commenced at eight years and was always excessive and 
painful. During the last few years the menstrual loss had been more and 
more severe and the pain more unbearable. The usual duration was about 
ten days, but for the last two or three months bleeding had been almost 
continuous. She had consulted her doctor at times but until the week 
before admission had not consented to an examination. A large solid- 
feeling tumour, about the size of a six months’ pregnant uterus, was felt 
in the lower abdomen rising from the pelvis. Bimanual examination con- 
firmed the diagnosis of a solid fairly symmetrical uterine tumour. ‘There 
was considerable bleeding from the vagina and intense anemia. The 
patient was restless, semi-conscious, breathing rapidly and noisily. The 
pulse was weak and rapid. There were signs of hypostatic congestion in 
both lungs. 

An autopsy was made by Dr. Clara Stewart. The organs, including the 
brain, showed evidence of severe secondary anemia. There was also 
cedema of the lungs. The uterine appendages on both sides were inflamed 
and adherent to surrounding structures. 

The uterus was converted into an enormous tumour extending over six 
inches above the symphysis pubis. The cavity was tortuous and elongated 
and filled with blood and clot and to the left of the tumour was a sessile 
polypus. The endometrium was pitted all over with small depressions. 
Section of the uterine wall showed great diffuse thickening with scattered 
small cavities. The growth was not surrounded by a capsule but intimately 
incorporated with the tissues of the uterine wall and presenting the typical 
appearance of an adenomyoma diffusa benigna. 

Professor BRIGGS (Liverpool) described 

AN OBSTETRICAL HISTORY OF PREGNANCY AND FIBROIDS AT THE AGE OF 43. 

Fibroids and pregnancy occasionally supply debatable ground. ‘The 
patient was aged 43, had been 19 years married and was the mother of 
two healthy children, a girl aged 15 and a boy aged 12. Subsequent preg- 
nancies had terminated prematurely with dead-born children, one at eight 
months, ten years ago, and one at seven months, six years ago: negative 
Wassermann reactions. During the fifth pregnancy, whilst she was bed- 
ridden at the end of the fourth month in November, 1921, a general physi- 
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cian had seen her and had found no general disease to account for increas- 
ingly impaired health, abdominal pain and an:emia. The family doctor was 
afraid of another labour and of a repetition of the alarming third-stage 
heemorrhage in the last two labours : for this, the intramural fibroids may 
or may not have accounted. There were no obstructing fibroids but the 
possibility of an intra-uterine fibroid could not be excluded. Subtotal 
abdominal hysterectomy was accordingly carried out on the 30th December, 
1921, as there had been a steady fall in the patient’s general health. There 
was only one fibroid markedly within the utesine cavity and it was well 
away from the placental site. Fibroids disturbed by pregnancy are not 
unknown. In this case, with the previous obstetrical history, hysterectomy 
was amply justified. 

Dr. Donaip (Manchester) read a short paper on 
ADENOMYOMA OF THE, RECTO-VAGINAL SPACE ASSOCIATED WITH CYSTIC OVARTAN 

TUMOURS WITH TARRY OR CHOCOLATE-COLOURED CONTENTS, 
which appears in the present number of the Journal. 

A discussion followed in which Professor Briggs, Dr. Fletcher Shaw and 
Mr. Miles Phillips took part. 

Dr. Burns (Liverpool) read a paper on 

CHRONIC ENDOCERVICITIS AND ITS TREATMENT, 
which will appear in a subsequent number of the Journal. 

Professor BricGs said that Dr. Burns had not shaken the fact that 
leucorrhcea was a symptom of many local and constitutional conditions of 
a harmless nature. Its treatment by excision was only necessary when 
permanently damaged ducts choked the glands and a round-celled thicken- 
ing persisted. Free removal was then justified, otherwise in his opinion 
the sacrifice of large wedges of the cervix during the child-bearing period 
of life invited an avoidable ultimate danger. 

Drs. DONALD and FOTHERGILL also took part in the discussion. 


MIDLAND OBSTETRICAL AND GYNASCOLOGICAT, SOCTETY. 
Meeting held at Birmingham on March oth, 1922. 
The President, Dr. Ewkn MAc LEAN, in the Chair. 
Mr. CHRISTOPHER MARTIN showed a specimen of 
SARCOMA OF THE UTERUS. 


The patient, aged 66, had had six children and six miscarriages. For 
some years she had suffered from glycosuria. The change of life occurred 
15 years ago, and she saw nothing until the early part of December, when 
she began to have a watery, sometimes blood-stained vaginal discharge. 
She had no pain and had not lost flesh. 

On examination the patient was very stout. There was nothing 
abnormal on abdominal examination beyond excessive fat. On vaginal 
examination, the uterus was found enlarged to about the size of a three 
months’ pregnancy. The cervix was dilated and from it was protruding a 
soft round fleshy tumour, about the size of a pullet’s egg. This was 
removed for microscopical investigation, and proved to be a spindle-celled 
sarcoma, The uterus was removed by abdominal hysterectomy. After 








Reports of Societies 545 


cleansing the vagina the cervix was closed with strong silk sutures. The 
patient was then placed in the Trendelenberg position, the abdomen opened, 
and the whole uterus together with both ovaries and tubes removed. The 
operation was not difficult as the broad ligaments were lax and there was 
no extension of the disease outside the uterus. The patient made a good 
recovery. 

The specimen consists of the uterus and both appendages. The fundus 
is uniformly enlarged and, when freshly removed, was soft and felt very 
like a pregnant uterus. There were no nodules of growth on the external 
surface. The cavity of the uterus was filled with a soft lobulated growth 
springing from the left wall. It showed no signs of necrosis. There was 
no naked-eye appearance of the infiltration into the muscular wall. 

The tubes and ovaries were also free from any evidence of growth. A 
microscopical section showed that the tumour was a spindle-celled sarcoma 
growing apparently in the deeper layers of the endometrium. The uterine 
glands were pushed aside by the growth, and the adjacent part of the 
muscular coat showed some evidence of invasion as there were a few 
columns of sarcomatous cells separating some of the muscular bundles. 

Mr. Martin referred to the comparative rarity of sarcoma as compared 
with cancer and myoma. During the last thirteen years he had performed 
1,509 hysterectomies (abdominal and vaginal). Of these, 651 had been for 
metritis, inflammatory conditions, and prolapse, 788 had been for myoma, 
63 for cancer and epithelioma, and only seven for sarcoma. 

As only a proportion of these cases were submitted to microscopical 
investigation, it is quite possible that amongst the myomata and also 
amongst the cancers there were some cases of sarcoma. Even allowing for 
this it is still true that sarcoma is a much rarer condition in the uterus 
than either cancer or myoma. 

In his opinion there were clinically two forms of uterine sarcoma : 
(1) that which arises in the deeper layers of the endometrium, as in the 
present case, which grows into and distends the cavity of the uterus and 
shows very little tendency to invade the muscular wall of the uterus, and 
(2) that which arises from sarcomatous degeneration of a pre-existing 
myoma. This grows within the muscular wall of the uterus and invades 
the peritoneal aspect of the uterus at a much earlier period. The prognosis 
in the latter variety is much graver than in the endometric form. 

Dr. PuRSLOW showed 


A NECROTIC SUBMUCOUS FIBROID REMOVED BY ABDOMINAL HYSTERECTOMY. 


The patient was a single woman aged 53. Menstruation had been 
regular until three months ago since when there had been amenorrhcea 
except for heemorrhage and pain for three days previous to her being seen. 
On examination the external os was found dilated and a soft mass could 
be felt in the cervical canal. The uterus was enlarged by fibroids to the 
size of a four months’ pregnancy. The cervical mass was removed under 
an anesthetic and lay entirely in the cervical canal. As she was very 
averse to hysterectomy nothing more was done, and it was hoped that the 
removal of this necrotic fibroid would remove the symptoms. 

She was seen again in five months; there had been haemorrhage more or 
less since the operation and it was increasing. She was again operated on 
and an almost exactly similar condition to that at the previous operation 
was found. The necrotic mass was removed as far as possible and the 
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cervix and vagina thoroughly cleaned; the patient was then placed in the 
Trendelenberg position and abdominal supravaginal hysterectomy per- 
formed, ‘The patient made a good recovery. 

The principal point of interest raised by this case is the best method of 
dealing with a necrotic submucous fibroid when the presence of other 
fibroids indicates hysterectomy, and I shall be glad to hear the opinion of 
members on this point. 

Dr. C. D. LOCHRANE showed a specimen of 

SARCOMA OF THE UTERUS AND OVARY 
removed from a iii-para, aged 41, on November 3rd, 1921. The patient had 
suffered from increasing menorrhagia for three years. A fibroid polypus 
had been removed 20 months prior to the hysterectomy, but metrorrhagia 
recurred in nine months and a similar polypus was found and removed. 
The metrorrhagia continued and became more and more severe, with 
increasing pain in the left iliac and hypogastric areas and down the left leg. 

On admission to hospital the uterus was found to be enlarged to the 
size of a four months’ pregnancy, and fixed to the left side of the pelvis by 
infiltration of the broad ligament. Hysterectomy of the Wertheim type 
was performed, but it was found impossible to eradicate all the disease. 
The right ovary was cystic but not sarcomatous. 

The pathological report stated: (1) Section shows dense and very 
uniform malignant growth which is spindle-celled sarcoma, round-celled in 
places, with large nuclei. (2) Section shows tissues infiltrated by malig- 
nant growth of same nature as above. We consider it may be primary in 
the ovary, but no conclusive evidence of this. 

Sarcomata of both uterus and ovaries are rare growths. In ovarian 
cases both ovaries are usually involved; hence the necessity of doing a 
radical operation, even though the tumour seems definitely localized and 
small. 

Dr. LOCHRANE reported a case of 

PRIMARY CARCINOMA OF THE APPENDIX, 
and showed pathological sections. ‘The appendix had been removed from 
a woman of 25, giving an 18 months’ history of aching pain in the right 
iliac fossa, with three acute attacks. 

At operation the appendix was 2} inches long, and of the thickness of 
a little finger; not infected and no adhesions. There was a small hard 
infiltrated area, the size of a split pea, just beyond the appendico-cecal 
junction. The appendix and ceecal wall for half an inch around were 
excised. There were no enlarged glands, no free fluid and no trace of 
growth elsewhere. It was thought that the appendix was tubercular. 

The pathological report stated : ‘ Columnar-celled carcinoma with fine 
infiltration of neighbouring muscle. No sign of tubercle.” 

The abdomen was opened three months later with the intention of 
excising the caecum and ascending colon, but no sign of recurrence was 
present and the operation was discontinued. : 

These growths are said to be less malignant than other intestinal 
malignant neoplasms. In this case there was only a small growth, though 
the history of true appendix symptoms extended over at least 10 months. 
This type of growth is more common than was at one time believed. 
Metastases occur late and the growth can be radically removed by excising 
a small area of the caecum with the appendix, if the ceecum itself is not 
involved, 








Reports of Societies 547 


Dr. ]OCHRANE showed a 
LARGE CALCULUS REMOVED FROM THE PELVIC PORTION OF THE RIGHT URETER, 
and a skiagram showing the calculus in situ. The symptoms had lasted 
eight years. There had been severe attacks of pain, of a colicky type, 
slight in the loin, but severe in the right iliac region, with some dysuria 
and frequency. The appendix had been removed four years previously, 
without relief. There was no history of hzematuria. Renal calculus was 
suspected. The ureteral catheter passed easily to the pelvis of the kidney, 
and the skiagram shows it passing the calculus. The ureter was exposed 
by the extra-peritoneal route, and was as thick as the index-finger. The 
wound healed by first intention. 

The calculus had peculiar jagged barbs all round it and it seemed 
strange that no heemorrhage had resulted from its passage along the ureter. 
The skiagram was the only definite indication for operation on the ureter. 
The ureteric orifice was normal, and the ureteral catheter had passed with- 
out any trouble, probably having slipped between two of these ‘‘ barbs.” 


Meeting held at Cardiff on April 6th, 1922. 
The President, Dr. EWEN MACLEAN, in the Chair. 
Professor EWEN MACLEAN read a paper on 
NOTES OF THREE CASES OF CHOREA GRAVIDARUM, 
which will appear in a subsequent number of the Journal. 

Mr. CHRISTOPHER MARTIN suggested that as the chorea was aggravated 
by pregnancy and relieved by abortion there might at least be some toxcemic 
element in the production of chorea gravidarum, 

Mr. E. TENISON COLLINS showed the following specimens : 

UTERUS AND BOTH APPENDAGES REMOVED FROM A NULLIPARA OF 25 FOR 

MENORRHAGIA. 

The uterus was markedly enlarged by multiple nodules some of which 
were so soft that a diagnosis of sarcoma was made. On microscopic section 
the tumours were found to consist only of fibrous tissue. 

A LARGE OVARIAN TUMOUR REMOVED FROM A PATIENT OF 55, 

who, having ceased menstruating five years previously, gave a history of 
recurrent haemorrhage during the past six months. On examination there 
was a large mass fixed in the pouch of Douglas, with the uterus free in 
front. The tumour on section was soft and partially cystic with large areas 
of fatty change. No pathological report was yet available. 

A BONE STILLETTE WHICH, WHEN PASSED BY A WOMAN TO PRODUCE, ABORTION, 

‘ DISAPPEARED INSIDE HER.”” 

It was localized by X-rays, lying transversely in the pelvis, and removed 
by laparotomy, when no local inflammation was encountered, nor any 
wound of entry seen. 

A LARGE, VESICAL. CALCULUS 
removed by vaginal cystotomy, the patient making an uninterrupted 
recovery. 

The Presipent, Mr. Martin and Dr. PuRSLOW commented on these 
cases. 

Dr. PursLow showed a specimen of 

Fa:TUS COMPRESSUS. 

There had been no abnormal symptoms during pregnancy, but early in 

labour the specimen produced was expelled, and followed in due course by 
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a full-term female child. There was a single placenta, the condition being 
one of homonymous twins. 

Dr. D. C. RAYNER reported a case of 

RUPTURE OF THE UTERUS DURING NORMAL LABOUR. 

Rupture of the uterus was usually due to obstruction, and occurred most 
commonly in the scar of a Casarean section, or in uterine degeneration. 
The patient, in the case now reported, was a multipara of 25, giving a 
history of two normal confinements. The pelvis was normal—the presenta- 
tion a vertex. There had been normal pains for two hours when one 
sudden and very severe pain expelled the child, which was dead with a 
loop of cord twisted tightly round its neck. The uterus retracted firmly 
and the placenta was expelled. When left the patient was comfortable, 
with a pulse of 115. An hour later she collapsed suddenly. When seen 
she showed all the signs of internal heemorrhage—pulse 160 and shifting 
dullness, but the uterus was still firmly retracted and there was little 
vaginal hemorrhage. On opening the abdomen free blood was found in 
the peritoneum, and a three-inch tear in the uterus involving the right 
uterine artery. These were dealt with, four pints of saline being given 
during the operation, and the patient made a good recovery. 

Dr. Rayner suggested that the cause of such a rupture might be sudden 
movements of the child after birth of the head, and thought that many 
cases diagnosed as post-partum shock might in reality be mild degrees of 
rupture of the uterus. 

The PRESIDENT and Mr. E. TENISON COLLINS both mentioned cases of 
similar rupture during normal labour, that seen by Professor Maclean made 
a natural recovery after plugging—any operative treatment being refused. 

Dr. G. I. StRACHAN showed the following specimens : 

(1) A CASE OF ANENCEPHALY, 

in which the placenta was attached to the base of the skull by a thick 
amniotic band, and a small placenta succentariata actually adherent to the 
skull. Evidence of other amniotic adhesions was present in the stunted 
growth of the left hand. Dr. Strachan pointed out the significance of these 
adhesions in view of the theory that amniotic adhesions during the early 
weeks of pregnancy, by cramping the growth of the cerebrum, prevented 
the normal development of the cranial bones, and so led to anencephaly. 

(2) THE UTERUS AND PLACENTA FROM A CASE OF UTERO-PLACENTAL, APOPLEXY. 

The specimen had been obtained from a woman, admitted in the last 
stages of eclampsia, who had died undelivered. There was diffuse haemor- 
rhage into the placental tissue, and much retro-placental haemorrhage, 
whilst microscopic examination showed hemorrhagic infiltration of the 
myometrium. 

Retro-placental haemorrhage may cause death by excessive bleeding, or 
may lead to congestion of the separated portion of placenta, and then intra- 
placental hemorrhage. From this necrotic area of placenta develops most 
probably the toxzemia leading to eclampsia. , 

Dr. B. K. TENISON COLLINS showed a specimen of 

FIBROIDS COMPLICATING PREGNANCY, 

The uterus had been removed by supra-vaginal hysterectomy from a 

woman giving a history of 24 months amenorrhoea. The uterus was hard 


and irregularly enlarged to the size of four months’ pregnancy, and 
contains a 24 months’ foetus. 





